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PITMAN MEDICAL 
The Doctor — His Patient — and The IIlness 


by MICHAEL BALINT, M.D. 
Consultant Psychiatrist, Tavistock Clinic 





An account of one of the few systematic researches undertaken to study the events in the intimate atmosphere 
that exists between the doctor and his patient. The research was carried out by a team of fourteen doctors in 
general practice with Dr. Balint as consultant psychiatrist. A book of extreme interest and significance. 


Demy 8vo 355 pp 40s. net 


PITMAN MEDICAL PUBLISHING CO. LTD. 
45 NEW OXFORD STREET, LONDON, W.C.1I. 














GENERAL AND CARDIAC SEDATIVE 


NATISEDINE 


Tablets 0.1 gm. Phenylethylbarbiturate of Quinidine 
(Bottles of 20 and dispensing packs of 100.) 


INDICATIONS 


Anxiety states - Insomnia - Nervousness - Distress - Palpitation - Premature beats 
Cases resistant to other sedatives. 


LABORATORY NATIVELLE Ltd. 
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Stop morning sickness 


‘ANCOLOXIN’ 


TABLETS 


Meclozine dihydrochloride 25 mg., plus pyridoxine 
hydrochloride (vitamin B.) 50 mg. 





“The use of a combination of meclozine dihydro- 


chloride and pyridoxine (‘ancoloxin’ tablets) in a 

series of cases of nausea and vomiting of preg- 

nancy is reported. Rapid and effective control of 

symptoms was obtained in all cases, some of the DOSAGE: 

patients having previously failed to respond to 2 tablets at night. 5 days of treatment 
either antihistaminic treatment alone or to _ is often sufficient for complete relict. 


sal . * s Basic N.H.S. cost of treatment — 
pyridoxine alone.” (PRACTITIONER, 1956 (Feb.). signee de. 


176, 201). Containers of 10 and §0 tablets. 


Medical Department 
THE BRITIS H DRUG HOUSES LTD. LONDON N.1 
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184 pages 





THE PATHOGENESIS OF 
CORONARY OCCLUSION 
A. D. MORGAN 


The annual number of deaths due to coronary disease had risen in 1955 
to more than seventy thousand. There is little need to stress the signifi- 
cance of Dr. Morgan's comprehensive and perhaps decisive study, 
which goes far towards clarifying the pathogenesis of this highly lethal 
disease. His book should point the way to an ultimate reduction in the 
death rate; it is certainly a contribution which no worker in the fields 
of cardiology and pathology can afford to ignore. 


179 illustrations 


Just Published 





42s. | 32 pages 


BOOKS OF PRACTICAL VALUE 





ABDOMINAL TOTAL HYSTERECTOMY 
A New Technique: The Posterior Approach 


FRANK MUSGROVE 


BLACKWELL SCIENTIFIC PUBLICATIONS °- 


In this monograph the author describes modifications in the standard 
operation of hysterectomy which are based on an accurate appreciation 
of pelvic structure and function. Mr. Musgrove has performed his new 
operation over 1,000 times ; 
Operative morbidity has diminished, and suggest that he has made a 
major contribution to gynaecological surgery. 


his clinical records show that post- 


10s. 6d 
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Seconesin, has proved most suitable for the 







management of menopausal symptoms. It relaxes and 
calms emotionally tense and anxious patients 

without making them drowsy. Subjective 
improvement, with a sense of 
well-being, occurs early 

in treatment 


in almost all cases. 


PACKINGS: Bottles of 25, 100 and 500 tablets. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON nwo @ 





In Barbiturate Poisoning 


“Whatever its mode of action, 





and there is no doubt that bemegride 

is a valuable advance in the 

: treatment of barbiturate coma.” 
Anaesthesia 


Lancet Editorial ii (1956) 980 


In Barbiturate Poisoning In Barbiturate Anaesthesia 
MEGIMIDE brand of bemegride is the safe stimu- 
lant with remarkable properties in counteracting the 
central nervous depression of barbiturates, and the 


After short surgical procedures with thiopentone 
sodium as the sole anaesthetic agent, MEGIMIDE 


risk of serious complication is much diminished. reverses the depressant action of thiopentone on the 
It is now abundantly clear from clinical evidence that respiratory centre and dramatically shortens post- 
MEGIMIDE is wholly effective when used alone in anaesthetic sleep. It is thus valuable in post-operative 
the treatment of barbiturate poisoning, and that it nursing in a busy surgical ward, and is specially re- 


need not, as hitherto recommended, be used con- 
jointly with DAPTAZOLE as an extra stimulant— 
this greatly simplifies the technique of treatment. 


REE GINAIDsE: 


Regd. Trade Mark 


commended for casualty, outpatient procedures and 
dental surgery. 


BRAND OF BEMEGRIDE 


A Nicholas Product 





A. & G. NICHOLAS Ltd. 


Ethical Pharmaceuticals, 
SLOUGH, BUCKS, ENGLAND 
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1957 CURRENT THERAPY 


he most effective and unified reference source ever 
levised for placing today’s best treatments within your 
isy reach, 


(his new annual volume gives you the best treatment 
watlable today for every disease or disorder you are 
ikely to encounter—from abscess to zoster, from 
the common cold to multiple sclerosis. 


information in CURRENT THERAPY is not 
extracted from the literature, is not in any way 
experimental, is not prejudiced in favour of any 
special drug or any special method. The treatment 
is included solely because it is the most effective— 
old or new makes no difference. 


An Annual Volume. By 304 American Authorities. 


Edited by HOWARD F. CONN, M.D. 731 pages. 
NEW. 77s. 


Dorland’s ILLUSTRATED 
MEDICAL DICTIONARY 
(New 23rd Edition) 


, 


This brand new edition of the “ big red dictionary ”’ 

is completely revised and up to date. It is, and 

always has been THE Dictionary of the Medical 

Sciences. 

@ Now contains 104,000 definitions 
than any other medical dictionary. 

@ 4,000 New Words added. 


@ All anatomical tables revised. 


20,000 more 


@ Completely reset throughout. 
@ Pronunciation more understandable than in any 
other medical dictionary. 


1598 pages, more than 700 illustrations. Flexible 


binding. Thumb-indexed. 87s. 6d. 


CLINICAL USE OF RADIOISOTOPES 
By WILLIAM H. BEIERWALTES, M.D., PHILIP C. JOHNSON, M.D., and ARTHUR J.. SOLARI, 


B.S., M.S. 456 pages, 126 illustrations. 


80s. 6d. 


Complete and specific information for the practising physician on diagnostic and therapeutic use of 


Medicine’s newest weapon. 





W. B. SAUNDERS COMPANY LIMITED 


7, Grape Street, LONDON, W.C.2 





Second Revised Edition 
now available 


The Diseases 


of Occupations 


by DONALD HUNTER 
M.D., F.R.C.P. 


Senior Physician, The London Hos- 

pital. Director of Department for 

Research in Industrial Medicine 
(Medical Research Council) 





** the book is almost as comprehensive as it is fas- 
cinating . . . is a powerful answer to those who maintain 
that industrial or occupational medicine is a ‘narrow 
specialty.’ ”’ THE LANCET 


“In no field of science or of humane endeavour is there 
so all-embracing a fusion of science and humanity as in 
the field of medicine to which Dr. Donald Hunter has 
made so important a contribution in the work under 
review. It will become a standard work on the subject 
for a long time to come.” THE BRITISH MEDICAL JOURNAL 


Published at £5 5s. net by 


ENGLISH UNIVERSITIES PRESS LTD 
102 NEWGATE STREET, LONDON, E.C.1 








Diet 
im 
Old Age 


Frank vitamin deficiencies due to 
inadequate dietary intake are fortunately 
rare in this country. Mild deficiencies do 
occur, however, especially among old 
people who, for health or economic 
reasons, find difficulty in catering for them- 
selves and in preparing balanced meals. 
Their diet may be lacking in some of the 
essential nutrients. 


























Marmite is a particularly useful source of 
the vitamin B complex and can be incor- 
porated in the diet in many simple and 
appetising ways. 


MARMITE 


yeastextract 
Obtainable from Ch and Grocers 
Special terms for packs for hospitals, welfare centres and schools 


MARMITE LIMITED, 
35 SEETHING LANE, LONDON, E.C.3. $508 
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DERMATITIS 


(where deficiency of natural skin fats is diagnosed) 


The need for Unsaturated Fatty Acid replacement with 
Zinc Oleate is satisfied in prescribing : 


For Topical Treatment 

ESOBAN OINTMENT. _ Essential Unsaturated 
Fatty Acids (MAIZE OIL) in proximation to natural 
skin fats with zinc oleate. Readily absorbed and self 
sterilising it is an ideal base for incorporating medica- 
ments such as coal tar, phenol, etc. 

Packed in jars 2} oz., 120z. (21b. Tax-free Dispensing 
Packs). 

Basic N.H.S. Price: 


For Oral Therapy 
ESOBAN CAPSULES. Unsaturated Fatty Acids 
(Maize Oil) and Autolised Yeast for prescription as 
a supplement to Esoban Ointment where necessary. 
Packed in bottles of 50 and 100. 
Basic N.H.S. Price: Bottle 50—3/10. Bottle 100- 6/11. 


2/7, 2 ib. — 16/- (6d. per oz.) 


24 oz. 


Indications. Allergic and Industrial Dermatoses including * 
Detergent Rash — Varicose Ulcers — Napkin Rash — 
Chapped Hands. 

PRESCRIBABLE ON FORM E.C.10. 

Booklet—vnsaturated Fatty Acids}in Dermatology—and 
sample available on request. 

A product of 
SOUTHON LABORATORIES LTD. 
LONDON, S.W.15 





‘LIVOX’ CAPSULES 
For the treatment of Anaemias, 
Nutritional Deficiencies, 
General Debility 


WOW FERROUS GLUCONATE 


FORMULA 
LIVER EXTRACT CONCENTRATE 


COPPER SULPHATE 
MANGANESE SULPHATE 
VITAMIN B, 

VITAMIN B2 
NICOTINAMIDE 





. (Medical Dept) {16; Southwark Bridge Road, 
Telephone : WATerioo 4515 
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Mas cura 
la dieta 


que la lanceta 


A good diet cures more 


than the lancet. 
(Spanish Proverb) 


S INCE weall suffer at some time, many 
of us all the time, from such culinary 
curses of the age as harmful food pro- 
cessing—days-old vegetables—an emascu- 
lated loaf—Supavite is good for everyone. 
But over and above that basic truism 
you will know many categories among 
your patients for whom a food supple- 
ment of the calibre and comprehensive- 
ness of Supavite is more than good—is 
maybe vital. Old people with inadequate 
shopping and cooking facilities, women 
in pregnancy and lactation, men under- 
going heavy physical stress, convalescents, 
patients who have no appetite or must 
diet, ailing children—Supavite is their 
manna in the wilderness. Any clinical or 
sub-clinical state involving (or likely to 
lead to) mild vitamin deficiency is a cry 
for Supavite, which contains not only the 
essential vitamins but also the trace- 
elements necessary both in themselves 
and for proper utilization of the vitamins. 


SUPAVITE 


VITAMIN TRACE-ELEMENT CAPSULES 
LS 


FORMULA 

Zach ORANGE Capeuile contains - Each BLACK Capeule contain 
Vitamin A 6,000 1.U.s Vitamin B, 2 mg 
Vv , Copper 9 2 mg 
dogunpen D 1,000 I.U.s (Cupe. Sigh, ented. 08) 
Vitamin © 25 mg. Manganese 5 mg 
Riboflavine (Bg) 2mg. (Mang. Sulph. dried 4.) 

ron 12 my 
Nicotinamide 15 ME. (were Sulph. Bzsic. o¢.) 
Vitamin EB 2mg. lodine 150 pe 
(dl. alpha tocopheryl acetate equiv.) (Calc. led. eq.) 

THE ANGIBR CHEMICAL CO. Proprietors: BRISTOL-MYERS CO.LTD.,LONDON,3.B.1 
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Children needing aspirin 
will readily take 


” 
Rasprin 
ligr. soluble aspirin tablets 


7 specially formulated* 
and flavoured for children 





*Acid, Acetylsalicyl. B.P. gr. 1.25 
Calc. Card. B.P. .... gr. 0.375 
Acid. Cit. B.P. (Ersic). gr. 0.125 


Rasprin TABLETS disintegrate in the mouth so quickly 
that a child cannot choke with them. 








Every 10 Rasprin tablets are packed in a plastic vial, Professional samples and 


so that the maximum amount of aspirin in any one con- literature gladly supplied on 
request to the manufacturers 
tainer is 12} grains. 
Rasprin is not advertised to the 1 bli d 5.8.0. LARS 
P Oe 50 Oe ey PERU STREET, SALFORD, 3 
be prescribed on Form E.C.10. Basic N.H.S. price is 4d. LANCS 


per vial of 10 tablets—exempt from Purchase Tax. 


AMPHETONE 


REGISTERED { 



















A GENERAL STIMULANT FOR 
THE CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increas- 
ing the patient’s appetite, we consider Amphetone unique. It com- 
bines for the first time,-Dexamphetamine Sulphate and Strychnine 
with Glycerophosphates and members of the Vitamin B Group. The 
Dexamphetamine provides the convalescent with an immediate feeling 
of well-being, this being followed by the weli-known tonic effects of 
the other medicaments. Clinical reports have been excellent. 


FORMULA 
Dexamphetamine Sulphate B.P.C., 1/12 grain: Serychnine Hydrochloride 
B.P., 1/60 grain: Calcium Glycerophosphate B.P.C., 2 grains: Sodium 
Glycerophosphate B.P.C., 2 grains: Aneurine Hydrochloride B.P., 1/30 
grain : Nicotinamide B.P., 1/4 grain: Riboflavin B.P., 160 grain: Syrup 
of Blackcurrant B.P.C., 2 fluid drms. : Water, to 1/2 fluid ounce. 

| POISON | | $4! 


Available in bottles containing 10, 20, 40 and 80 fluid ounces. Professional prices 4/8, 8/10, 
14/7 and 26/6 each. Samples available on request. 


JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons, Ltd. 

London Stockists : May, Roberts & Co., Led., 47, Stamford Hill Road, London, N.16. 
Distributors for Northern ireland : Messrs. Dobbin & Stewart. 47-49. Earl Street, Belfast. 
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- induction of sleep 


one of the many uses 


for short-acting NEMBUTAL 


If you’ve ever wondered at the continuing 
physicians’ preference for short-acting 
NEMBUTAL, Measure any other barbiturate 


against these advantages:— 


@ Short-acting NeEMBUTAL (Pentobarbitone Sodium, B.P.) can 
produce any desired degree of cerebral depression—from mild 
sedation to deep hypnosis. 


@ The dosage required is small — only about half that of 
many other barbiturates. 


@ Hence, there's less drug to be inactivated, shorter duration 
of effect, wider margin of safety and little tendency towards 
morning-after hangover. 


@ Inequal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 


ABBOTT LABORATORIES LTD - Perivale - Greenford - Middx. 














Automatic 
Dropper 
Tube 


(BENGUE PATENT) 


~ GUT 


A 10% SOLUTION OF 
CHLORAMPHENICOL IN 
PROPYLENE GLYCOL (6 c.c.) 
IS NOW AVAILABLE IN 
THIS IDEAL CONTAINER 

AND DROPPER 
















Advertised and introduced ONLY 
to the Medical Profession 


This glass tube prevents contamination of the 
solution, maintains its stability and therapeutic 
action indefinitely and facilitates the application 
drop by drop. Solutions in Guttilin Tubes 
require no sterilisation before use, are most 
convenient to the Practitioner, and also to Patients 
for personal application of drops when prescribed 
by the Physician. 


A large range 
of Ophthalmic, Aural and 
Nasal solutions are available 
and a list may be obtained 


on request 











BENGUE & CO. LTD., Manufacturing Chemists 


MOUNT PLEASANT =: ALPERTON + WEMBLEY + MIDDLESEX 
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| 
FREEZE-DRIED B COMPLEX | 43,2 f2-t6s owe com 


| vitamin activity indefinitely, while being 


instantly ready readily dissolved when required for 
| the preferred method of intramuscular 


for parenteral use injection. 


Each VIAL .of COBEVIT 


Cobevit combines the closely contains 
interrelated and important single Aneurin Hydrochloride 100 mg 
factors of the Vitamin B Complex i Riboflavin 10mg 
acto 1e Vi ae omplex in weve FS 250 mg 
balanced proportions for the treat- Pyridoxine 10 mg 
ment of the syndrome of Vitamin B aor Pantothenate 50mg 
= Ey : t 

deficiency—both in its subacute forms aie Bu : hibits. 

: La Supplied with | vial of solvent 
and in special cases of a big deficiency to make 10 c.c. of solution 


Samples and literature 
will be supplied on request. 





of a single factor. 


A 


THE ARMOUR LABORATORIES 
(Armour & Company Ltd.) 


Hampden Park, Eastbourne, Sussex 


COBEVIT 


REGD. TRADE MARE 
Telephone : Telegrams: 
en Park 740 ‘ Armolab ' Eastbourne 











evenly sustained ‘round-the-clock’ 
bronchodilatation 


12 HOURS PROPHYLAXIS 
in BRONCHIAL ASTHMA 


WITH _A SINGLE DOSE 


WEW 





works ‘round-the-clock’ 
controlled ionic exchange feeds ephedrine evenly and without 
interruption into the blood stream providing 10-12 hours 
freedom from bronchospasm. 

FORMULA 


EPHEDRINE RESINATE 100 mg. (equivalent to % gr. Ephed. HC1.) 
THEOPHYLLINE 65 mg., BROMVALETONE 150 mg., MEPHENESIN 50 mg. 


me ets Average Basic N.H.S. cost of 12 hours prophylaxis—2d. 





ionex-tab 


(Brit. Pat. Appin. No. 25974) 


FOR CLINICAL SAMPLES, LITERATURE AND CASE REPORTS PLEASE WRITE TO 


CLINICAL PRODUCTS LTD. RICHMOND SURREY 


RPL 


= , 
RESEARCH 
PRODUCT 








~ 
‘ 
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Whooping Cough 


The symptomatic treatment of whooping cough with 

Eumydrin Drops (atropine methonitrate) is firmly established 

in this country. Given early, vomiting and whooping are relieved, 
and the course of the illness shortened. The cough may persist 
for a little, but is less severe. Eumydrin Drops are given 
four-hourly, in a little milk or water or on sugar: if vomiting 

is severe, they may be placed on the tongue. 


EUMYDRIN DROPS 


Current dosage scheme : 





INFANTS UP TO 6 MONTHS; 2 rising to 4 drops 4 oz. bottle of 0.6% alcoholic solution, 
7 MONTHS TO 2 YEARS : 3 to 6 drops with dropper. Basic N.H.S. cost: 3s. 74. 
3 TO 6 YEARS: 4 to 8 drops Medical literature and a trial 

7 TO 10 YEARS AND OVER : 6 fo 12 drops supply sent on request. 


BAYER PRODUCTS LIMITED Nevitit HOUSE - KINGSTON-ON-THAMES + SURREY 


Associated exporting Company : WINTHROP PRODUCTS LIMITFD 


tumydrin’ is a registered trade mar’ 










@Restoring the normal rhythm 


““MENSTROGEN "’ provides 

the safe, simple, effective oral 
treatment of amenorrhoea. To 
establish cyclic menstruation, 
treatment should be repeated 
every four weeks for a few 
months. Failure of the treatment 
necessitates further investigation 
of the cause of the amenor- 
rhoea (e.g. Pregnancy). Available 


in tablet and ampoule form. 


1B —4 Tablets Daily—for 5 days—Every 4 weeks. bet E ad Ss q R re] Gg & Be 
OC -Menstruation can be expected. 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone: TEMple Bar 6785-6-7 & 0251-2 Telegrams: Menformon, Rand, London 
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ne ° the least toxic Clinical trials have shown that 
Anorvit, the new B.D.H. pre- 


° tion of iron with vitamins 
of all the ron Saae K — provides most 
effective absorption of iron 
with remarkable freedom from 
gastro-intestinal disturbance. 


‘ANORVIT 


TRADE MARK 


preparations 


Med. Press, 1954 (Feb. 3), p. 112 


———— 





AS 


= 
— —— 


Basic N.H.S. prices: Tablets containing : 
Bottles of 50 Tablets 1/10 and ferrous sulphate, exsiccated, 3 grains 
500 Tablets 9/6 eumttumapeniaas: Oreos 
acetomenaphthone 2 mg. 
DOSAGE 


Detailed Literature and specimen packings are avatlable Children—1 tablet 2, or 3 times a day. 
on request. Adults—2 tablets 3 times a day. 


————— 
SS 


—— 


Y 


BRITISH DRUG HOUSES LTD. (Medical Department) LONDON, N.I 
ANVT./B/$41 
a \\) 
——— 


== SS == 

— a = = = = a SS = ——— —— oa 
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A Superior Buffered Analgesic 


“ALASIL’ TABLETS—the improved form of salicylate medication—provide the efficient 
analgesia expected from their content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the tendency to gastric irritation 
sometimes caused by the use of aspirin alone. 








‘Alasil’ is an advanced sedative and anti ic; ALASIL 
it does not tend to induce gastric irritation; use . 
Ad va nta & S of its high tolerability, it may be used for long-term JUVENILE 
g administration even to those with sensitive TABLETS 
stomachs, and to children. waits ea 3h 
Abesi? Tobi ead 4 Alasil ‘* Juvenile 
‘Alasil’ Tablets contain the recogni antaci ‘ 
oe _corrective, ‘Alocol’ (Colloidal Aluminium Hydrox- a hs ae 
i) mpos ition ide), which permits their sedative principle, acetyl- ’ ; 
salicylic acid, to exert its action with minimal risk ren, and neither 
of side-effects. coloured nor 
Pn . Symptomatic pain generally; rheumatism, fibro- flavoured, are 
Ind ications sitis, lumbago, headache, dysmenorrhoea; dental packed in tubes 
pain. bearing dosage-for- 


TO PHARMACISTS (P.T.exempt for dispensing) age instructions. 


° Standard size: 1000 in 250 bottles, 30/8, Sep? 
Packs A Prices “Juvenile” size: 375, 6/6; 750, 11/3; 1500, 21/6. qp 


Alasil " 


SAMPLE & LITERATURE ON REQUEST TO A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.!. 
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Elastoplast Bandaging Technique 
in the treatment of 


Leg Ulcers 


Firm compression and support is the primary aim in the treatment 


of leg ulcers with the Elastoplast bandage. 


METHOD 


, 


a 
4 
7 


Having first applied vertical strips of 
Elastoplast to all aspects of the leg, covering 
it from ankle to knee, a bandage* is firmly 
applied from the webs of the toes to just 
below the knee, taking the turns from 


‘3 
J 


within outwards. Turns should overlap 
one another by at least half the width of 
the bandage—even a two-thirds overlap 
in the lower third of the leg where extra 
support is most needed. 





* ; 

; 

* & i 

Be ; + ; 

Be. . ie re i 
a es 


RESULT Firm elastic support promotes healing of the ulcer by expelling 





oedema, assisting the pumping and massaging effects of muscular contraction, 
and by compressing dilated veins. Careful bandaging is essential in order to 
achieve the best results. 


* 3 inches x 3 yards is the normal size for bandaging purposes. Elastoplast 
elastic adhesive bandages (Porous) B.P.c. are also made in 2, 2} and 4 inch 
widths. Prescribable on Form E.c.10. 


FULL DETAILS FROM SMITH & NEPHEW LTD +» WELWYN GARDEN CITY - HERTS 
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BENYLIN EXPECTORANT* is a rational 
and effective preparation containing 
Benadryl* and expectorants for the 
8 relief of cough associated with irritative 
r é | j é f and congestive conditions of the 
respiratory tract. It inhibits the cough 
0 f reflex, alleviates congestive symptoms, 


such as nasal stuffiness, and exerts a 








soothing effect on the upper respiratory 
mucosa. Benylin Expectorant is presented 
as a pleasant raspberry-flavoured syrup, 
and as it is free from opiates is suitable 


for children as well as adults, 
*Trade Mark 


> iis 
~ 


Benylin Expectorant 


demulcent - decongestant 
Supplied in bottles of 4, 16 and 80 fi. ozs. 

ro . 

‘p: 


‘vee Parke, Davis & Company, Ltd. (inc. U.S.A.) Hounslow, Middx. Tel: Hounslow 2361 


234 
ll 
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‘*... and unless the patient is very 
near term, this (FERROMYN 1 t.d.s,) 
is the method of choice 
in the first instance, even for 
severe degrees of iron- 
deficiency anemia” 


Ref: BMJ (1956) 2,638 





FERROMYN for the speedy oral ) " 
correction of all 
iron-deficiency states 





FERROMYN is presented in four forms: 
FERROMYN TABLETS AND FERROMYN ELIXIR. 


Each tablet/teaspoonful contains: Ferrous 
Succinate 150mg. 
FERROMYN ‘B’ TABLETS AND ELIXIR FERROMYN ‘B’. 


Each tablet/teaspoonful contains: Ferrous 
Succinate 150 mg. Aneurine Hydrochloride 
1 mg. Riboflavin I mg. Nicotinamide 10mg. 


CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mans/ield St.,W.1. Phone LANgham 8038-9 


AUSTRALIA: 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto. 
Ps 
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VISMARA TERAPEUTICI 
CASATENOVO (COMO) ITALY 





evidence collected over two 
years has confirmed the value of 


anlemovis 


anti-haemorrhagic factor of platelets 
in controlling bleeding in medical and surgical conditions 





available in boxes of 5 ampoules of 5 mg of double sulphate of S-hydroxytryptamine and creatinine 


for intravenous, intramuscular, topical use 


Literature on request 
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Rubriment relieves pain in such conditions as mus- Some minutes after application the rubefacient 
cular rheumatism, fibrositis, strains and sprains. action is apparent and lasts for many hours. 


About Rubriment 





the new long-acting 
rubefacient 


Rubriment contains a new substance—the benzyl ester of nicotinic acid—which 
gives a long-lasting rubefacient effect. Pharmacological experiments have shown 
that even after prolonged and repeated application no damage or irritation to the 
skin was produced. Ten minutes after applying Rubriment there is a comforting 
feeling of warmth which lasts for many hours. 

Clinical reports have been received of the efficiency of Rubriment for the relief of 
pain in such conditions as muscular rheumatism, lumbago, fibrositis, strains and 
sprains. 

Rubriment may be used to give effective relief for unbroken chilblains. 


Available in two forms 


Rubriment (2.5% nicotinic acid benzyl ester and 0.1°{ Capsicin) is available 
either as a cream or as a liniment, both of which are non-greasy and free from 
unpleasant odour. 

The cream is rapidly absorbed and needs only gentle application. Jt is supplied in 
tubes of 20 G. (approx.). Basic price to N.H.S. 2/2d. 

The liniment lends itself to massage, if this is required. It is supplied in bottles of 
2 fl. ozs. (approx.). Basic price to N.H.S. 3/-. 

Rubriment is not advertised to the public and can be prescribed on form E.C.10. 


Horlicks Limited 


Pharmaceutical Division - Slough - Buckinghamshire 
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Facts his doctor 


wasn’t 


Retired for the last three years, the 
patient complains that he’s unable to 
keep pace with his gentle present-day 
routine. ‘Says he’s always tired . . . can’t 
understand it as he’s always been so 
active for his age He doesn’t say how- 
ever that since his wife died, he’s lost 
interest in his food . . . his attention to 
diet has been lacking and regular meals 
have been replaced by casual snacks. 

GEVRAL Geriatric Vitamin—Mineral 
Supplement was evolved to enable doc- 
tors to treat just such patients—to pro- 
vide a balanced ration of essential 
nutrients in the simplest form. The usual 
dosage is one capsule daily—and the 
GEVRAL formula is so comprehensive 
that this routine provides effective all- 
Indeed, for 


many elderly patients the result is a 


round supplementation. 


gratifying return of general well-being 
—and the rediscovery that life 7s worth 


living! 


another member of the 


told... 


























Capsules 


Geriatric Vitamin— Mineral Supplement 


Each capsule contains : 


Vitamin A 

Vitamin D (viosterol) 
Vitamin By. as present in 
concentrated extractives 
from streptemyces fer- 
mentation 1 microgram. 


Thiamine mononitrate (B,) 5 mg. 
Riboflavine (B,) 5 mg. 
Niacinamide 15 mg. 
Folle Acid 1 mg. 
Pyridoxine HCI (Bg) 6.5 mg. 
Calcium pantothenate 5 mg. 


Choline dihydrogen citrate 100 mg. 
Inositol 50 mg. 
Vitamin E 10 Units 


Ascorbic Acid (C) 50 mg. 
Parified intrinsic factor 

concentrate 0.5 mg. 

Retin 25 mg. 
Iron (as FeS0,) 10 mg. 
lodine (as Kl) 0.5 mg. 
Calcium (as CaHP0,) 145mg. 
Phosphorus (as CaHPO,) 110 mg. 
Boron (asNa,8.07.10H20) 0.1 mg. 
Copper (as Cud) 1 mg. 
Fluorine (as CaF) 0.1mg. 
Manganese (as Mn0,) 1 mg. 
Mangnesium (as Mg0) 1 mg. 
Potassium (as K$0,) 5 mg. 
Zine (as ZnO) 0.5 mg. 


LEDERLE VITAMIN RANGE 




















*REGD. TRADEMARK 


LEDERLE LABORATORIES DIVISION Cyanamid oF CREAT BRITAIN LTD, London. WC2 CED 


r, 15 
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The 


ELECTRIC BLANKET 


COMPOSITION : 

Nonylic acid vanillylamide 0.4 % and 
Nicotinic acid-G-butoxyethy! ester 
2.5% in a suitable ointment base. 








in the TUBE 










Trade Mork 


* OINTMENT 


Produces a glowing feeling of warmth 







which lasts for hours 


and relieves rheumatic pain 





LEWIS LABORATORIES LTD.,LEEDS 9 
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During winter months, 
your patients with 
chronic bronchitis can 
be kept up-and-about, 
free from distressing 
symptoms, by the 


prophylactic use of 


TEDRAL 


TRADE MARK 


Active Principles : Theophylline 2 gr. (120 mg) Ephedrine hydrochloride § gr. (25 mg) Phenobarbitone ¢ gr. (8 mg.) 


—_— wee Gee Gees eee 
—— <= ane 
——< <> a omnes 
eee eee ee | eee 


K. one tablet every four hours 





i 
mM WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Ferrum et scutum 
Lanceaque 


(cum arte) 














BLOOD LOSS BLOOD LOSS BLOOD LOSS 








Haemoglobin normal Haemoglobin normal Haemoglobin normal Haemoglobin down 
Body iron stores Body iron stores Body iron stores Body iron stores 
normal falling exhausted still exhausted 


Suggested further reading : 

Blood, 1955, 10, 567. Bull. N.Y. Acad. Med., 1954, 30, 81. 

J. Amer, med. Ass., 1956, 162, 197. Ann. intern. Med., 1955, 42, 458. 
Ann, intern. Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 

Brit. Encycl, Med. Pract., Med. Progr., 1956, P.47. 


Imferon 


Iron- Dextran Complex Trade Mark 


BENGER LABORATORIES LTD., HOLMES CHAPEL, CHESHIRE PIONEERS IN PARENTERAL THERAPY 
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MUCOSAL BLOCK 
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—- Haemoglobin normal Haemoglobin down again 

ot Body iron stores Body iror stores still exhausted 
oe remain exhausted —no iron reserves 
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BLOOD LOSS 











Haemoglobin back to normal Haemoglobin normal 
Body iron stores back to Body iron stores falling—but 
normal still more iron reserves 








THE Lancet] 


THE LANCET GENERAL ADVERTISER 


[Marcu 16, 


1957 








Quickly into action 


The high solubility and low acetylation ot Urolucosil 
mean that it is rapidly excreted into the urinary tract 
without risk of crystalluria. As a result, high urine 
concentrations can be quickly attained. 

That is why Urolucosil is so effective against B. coli 
infections of the urinary tract. Small doses are highly 
The 


dose of Urolucosil can be continued for many 


effective, and side-effects are rare. maintenance 
months 


without risk of toxic reactions 





WILLIAM R. WARNER & CO. 
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LTD., POWER 


Active Principle : 


Sulphamethizole 0.1G. 


Dose : 


1 tablet 4-hourly. 


Packing : 


In bottles of 25, 250 and 1,000 


tablets 


VFBEOLVUCOSILI. 


rRADE MARK 


ROAD, LONDON, 


W.4. 
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Deltalgyeortril 


PREDNISOLONE AND ACETYLSALICYLIC ACID 


AN IMPROVED : 
ANTI-RHEUMATIC AGENT 


Deltalgycortril combines the anti-inflammatory and anti-rheumatic 
action of Deltacortril*, the newest corticosteroid, with the established 
analgesic effect of acetylsalicylic acid. It has been said that 
“With such a combination fhe palliative management of the rheumatic 
diseases may be undertaken in many cases without encountering the 
side effects and undesirable reactions seen in high dose salicylate 
or adrenal steroid therapy when used alone.’”” 
'( 1956) Ohio State Med, J., (52; 722) 


Deltalgycortril tablets, each of which contains 0.5 mg of Deltacortril 
and 5 grains of acetylsalicylic acid, are available in bottles of 100. 


CD PFIZER LTD : FOLKESTONE : KENT *Trade Marks of Chas. Pfizer & Co., Inc. 
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HYPODERMOCLYSIS IN PAEDIATRICS 


INTRAVENOUS THERAPY may often 
be difficult owing to the inaccessi- 
bility of suitable veins or the restless- 
ness of the child. Subcutaneous 
administration must be undertaken. 

A OLEAR CASE FOR ‘HYALASB’ the 
enzyme hyaluronidase. ‘Hyalase’ en- 


hances the spread and absorption | 


of fluids given by the subcutan- 
eous route. Large volumes of solu- 
tions, such as glucose, sodium 








[Marcu 16, 1957 





(UPPER) Withou! Hyalase (LowrER) With Hyalase 


chloride, etc., can be given quickly and 
painlessly by this method. ‘ Hyalase’ 
may be injected into the site, or in- 
jected through the tubing of the 
giving-set at the commencement of 
infusion. 
FULLY DESCRIPTIVE LITERATURE. 
containing new and interesting uses 
for ‘Hyalase’, is available and a 
Technical Information Service 
is always at your disposal. 


A clear case for HYALASE 


BENGER LABORATORIES LIMITED+- HOLMES CHAPEL - CHESHIRE BENGER 








a 
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PRODUCT 
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Clinically proven 


SPA RINE 


(PROMAZINE HYDROCHLORIDE) 


the new 
phenothiazine derivative 





Sparine has already brought decisive and 
dramatically effective relief to many hundreds of 
patients. It calms the troubled seas of the mind. 
Most of the published clinical reports 

are concerned primarily with its use in the 
management of psychiatric conditions. But evidence 
is accumulating rapidly in support of the many 
other indications for this drug in everyday 

medical practice. 

Sparine not only controls psychomotor overactivity : 
it is also synergistic with analgesics, hypnotics 

and anaesthetics, and is a potent anti-emetic. Little 
wonder, therefore, that the predictions of the 
pharmacologists have been amply justified by the 
successes of Sparine treatment in such diverse 
conditions as terminal carcinoma and nausea of 
pregnancy. Full details of indications and dosage 


will be supplied on request. 


PACKS: 

For parenteral administration— 
5% solution (50 mg. per ml.) in 2 ml. 
ampoules. Boxes of 10. 


For oral administration— 
Coated tablets of 25 mg. (yellow). 
50 mg. (orange). 
100 mg. (red). 
Bottles of 50 and 250. 


The word ‘Sparine’ is a trade mark 
JOHN WYETH & BROTHER LIMITED 
Clifton House, Euston Road, London, N.W.1. 


Sp.! 
23 
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a positive advance 


theophylline therapy 





a 





A pure chemical compound — 


theophylline ethanoate of piperazine 
Soluble — Stable — Neutral 
Seven times less toxic than theophylline itself 


lreely tolerated orally for long-term therapy without nausea, 
vomiting or gastric disturbance 


Intramuscular injections of Etophylate are painless 


Etophylate is indicated for the treatment of cardiac, 
respiratory and renal conditions 


PHYLATE 


Clinical reports and samples gladly sent on request 


Presentation: Tablets, 250 mg., in bottles of 25, 100 and 500. 
Suppositories, 500 mg., in boxes of 12 and 144. 

Ampoules, 500 mg. in 5 c.c., in boxes of 6 and 50. 

500 mg. in 2 c.c., in boxes of 6 and 50. 


ETOPHYLATE is also available with phenobarbitone and papaverine. 


RONA LABORATORIES LTD 


12-13 Molyneux Street, London, W.1. AMBassador 4437/8 
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WARD, CASSENNE LIMITED 





ONE OF THE MOST RECENT 


AND POWERFUL SYNTHETIC CORTICOIDS, 


YDRO 
DELTALONE 


REGD. T.M. 
IS RELATED TO HYDROCORTISONE AS 


DELTALONE** IS 


TO CORTISONE 





Hydrodeltalone, like 
hydrocortisone, is 
effective locally 

as well as by 





mouth. 
Hydrodeltalone 
is 3 to 5 times more 
BF owvision active than 
* Brand of Prednisolone hyd rocortisone. 


** Brand of Prednisone 
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HYDRODELTALONE 


REGO, T.M, 
A TABLETS with protective coating of the individual 
hormone crystals to increase the therapeutic 
advantages by reducing gastric distress. 





Presentation: bottle of 30 tablets of 1 mg. or 5 mg. 














A INTRA-SYNOVIAL INJECTION for local 
articular and peri-articular inflammatory conditions 


Presentation: 5 ml. vial containing 25 mg. of prednisolone 
acetate per ml. in saline suspension. 





ASKIN OINTMENT with neomycin 
for infectious and non-infectious 
inflammatory and allergic dits- 
orders of the skin. 

Presentation: tube containing 5 or 15 g. 


Each gramme contains 5 mg. of prednisolone 
and 5 mg. of neomycin sulphate. 





A OPHTHALMIC PREPARATION for 
inflammatory and allergic disorders of the eye. 


PURCHASE TAX Presentation: eye drops: 


IS NOT APPLICABLE 3 ml. bottle containing 2.5 mg. per ml. of prednisolone 
ON HYDRODELTALONE acetate in saline suspension. 
TABLETS. 


eye ointment: 
3g. tube containing 2.5 mg. of prednisolone acetate 
per gramme. 


Available under N.H.S. prescription (Form E.C.10) 
WARD, CASSENNE LTD., 
116 Victoria Street, S.W.1 
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HIS FUTURE 


is in your hands 





/ 
. 


WL) 
Wi 


Will this child ever reach his 
15th birthday, or will he be a 
victim of malaria? His 
future is in your hands because malaria can be controlled. 
Five years’ experience has shown ‘ Daraprim’ to be a highly 
effective agent in the control of the disease. Moreover, when 
administered to an entire community, it is capable of 
breaking the malarial cycle since it interrupts the development 
of the parasite in the mosquito. 
‘ Daraprim ’ is highly potent but tasteless and has proved an 


In the French Union, 
Tunisia and Morocco 
pyrimethamine is available 
under the trade name 

* Malocide’, 


excellent suppressant in a weekly adult dosage of only 25 mgm. 
It is supplied in the form of 25 mgm. tablets in strip-packs of 6 
and 30 for individual use, and in tins of 1,000 for larger users. 


° DAIRAIPIRINT ° 


BRAND 
PYRIMETHAMINE 

















By BURROUGHS WELLCOME & CO. cuewettcomerounpationitto) LONDON 


Associated Houses: 
AUCKLAND BOMBAY BUENOS AIRES CAIRO DUBLIN JOHANNESBURG KARACHI MONTREAL NAIROBI NEW YORK RIO DE JANEIRO ROME SYDNEY 
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7 The most effective 


antiseptic in ! 





throat and mouth infections 


is ‘Hibitane’ 





Graph showing reduction in total and streptococcal counts with ‘Hibitane’ Lozenge 
Therapy. Lozenges sucked at 2 hourly intervals during treatment. Counts taken at 
10.0 a.m. and 4.0 p.m. 


@we@ TOTAL BACTERIAL COUNT mmm =STREPTOCOCCAL COUNT 





| Treatment initiated | 


One hundred fold 





reduction in 


oral bacterial flora 








LOGARITHM OF COUNTS 








Last lozenge sucked 








MONDAY TUESDAY WEDNESDAY THURSDAY FRIDAY 








‘Hibitane’ antiseptic lozenges 


Available in tubes of 12. Each lozenge contains 5 mg. of ‘Hibitane’ Dihydrochloride, 
together with 2 mg. of Benzocaine B.P., which is sufficient to ease pain without 
interfering with the swallowing reflex or hindering healing. 

N.B. For severe infections no lozenge is effective. Systemic therapy should be used. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 
Ph.719 
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2 ane 
simplifies 
therapy 
| f 
‘ Rauwiloid’ is a standardized In Cases 0 
preparation of the alkaloid hydrochlorides 


crrowsotneserenns. | moderate tO severe 


‘Veriloid’ is a fractionated 
alkaloidal extract of Veratrum viride which 


is biologically standardized hypertension oe 


This combination (‘Rauwiloid + Veriloid’) is safe 





The combination of ‘Rauwiloid’ and ‘Veriloid’ 


and effective . .. no postural hypotension, no organ 


toxicity and no sensitization reactions. Tolerance in one tablet enables those patients 
does not develop on prolonged administration 


who experience difficulty in tolerating 


sporadic occurrences of nausea and vomiting . . . are 


not encountered. The hypotensive action is steady ‘Veriloid’ alone to obtain maximum relief. 


and prolonged and persists over the entire twenty- 


There is a valuable complementary 


four hours. . . It is obvious that a combination of 
rauwolfia and veratrum fills an important need .. . ’— action between the drugs, and the combination 
New York Siate Journal of Medicine : . 
(1956), coheme 66, pape £522 is a safe and effective therapy for moderate 


to severe hypertension. 





RAUWILOID + VERILOID’ | 


“Rauwiloid + Veriloid’ is presented in bottles of 100 
(approximately one month's treatment) and 500 tablets. Each tablet 
contains 1 mg. of ‘Rauwiloid’ and 3 mg. of ‘Veriloid’. 


RIKER LABORATORIES LTD., LOUGHBOROUGH, LEICS. 


* Rauwiloid’ and ‘ Veriloid’ are registered trade marks. Registered users : 
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without distortion 
of the 
diagnostic 


picture 


BUSCOPAN acts mainly upon 
the hollow organs of the 
abdomen. Having a specific 
point of attack it relieves 
spasm smoothly and is virtually 
free from those side reactions 
usually associated with 
spasmolytics. 

Where doubt exists as to 
whether an obstruction is 
organic or spasmodic in origin 
the use of BUSCOPAN 

will often clear the diagnostic 


picture. 


BUSCOPAN 


HYOSCINE-N-BUTYLBROMIDE 


Manufactured and distributed in Engiand by Pfizer Ltd., Folkestone, Kent, for 
Cc. H. BOEHRINGER SOHN, INGELHEIM AM RHEIN 


Registered proprietors of the Trade Mark. * Regd. Trade Mark 
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MICTINE 6... 


ARTERIOLE 


Effective, 
Non-Mercurial 
Oral Diuretic 


STRUCTURE 


‘“‘Mictine,” brand of aminometradine, is 1-allyl-3- 
ethyl-6-aminotetrahydropyrimidinedione. It 
avoids. the undesirable side-effects associated with 
mercurial, xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 

“‘Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. In 
therapeutic dosage it has not caused any effect on 
glomerular filtration rate, renal plasma flow, 
cardiac output, heart rate or blood pressure, nor 
any alteration in the blood or blood-forming 
tissues or in renal or hepatic function. In a 
group of unselected patients 70 per cent. may be 
expected to respond to “ Mictine ”’. 


TOLERANCE 


** Mictine ” is not toxic at therapeutic dosages. On 
the other hand, side-effects do occur such as head- 
ache and gastro-intestinal symptoms. These are © 
reduced to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 


“ Mictine” is indicated in the maintenance of an 
oedema-free state in any patient requiring diuretic 
therapy and the effecting of initial diuresis in all 
patients but those with severe congestive failure. 
For these purposes the dosageis one to four tablets 
daily in divided doses during meals on alternate 


SEARLE 


A PRODUCT OF SEARLE RESEARCH 


PROXIMAL 
CONVOLUTED 
TUBOLE 










DISTAL 
CONVOLUTED 
TUBULE 


ARTERIOLE 


WHTRALOBULAR Wy 
ARTERY 


GLOMERULUS 





ARCUATE 
ARTERY 


INTRALOBULAR 


COLLECTING 
TUBULE 








DESCENDING LIMB 
OF HENLE'S LOOP 








RENAL PELVIS 


days or on three successive days followed by 
four days without therapy. “ Mictine” is not 
intended to produce initial diuresis in more severe 
congestive failure; however, “ Mictine” may be 
given when other diuretics are contra-indicated, 
or if tolerance to them has developed. 


Available in bottles of 25, 100 and 500 tablets 
each containing 200 mg. aminometradine. 


Full literature is available to the medical profes- 
sion on request. G. D. Searle & Co. Ltd., High 
Wycombe, Bucks. Tel. High Wycombe 1770. 


* Registered Trade Mark 
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Lt 


for refreshing sleep 


+ 
« « N « ye k 7 5 
and a fresh awakening ‘ 
Effective against all types of insomnia not due to 
pain, CARBRITAL* provides a combination of ¢ 
pentobarbitone sodium, a rapid-acting barbiturate, . 
with carbromal, a mild sedative. This combination ® 
ensures the speedy onset of sleep and gently ’ 
sustains it throughout the night, with little or no ‘ 
depression the following day. chy, 
= [py: 
>. > 
ea? 


*Trade Mark 
In bottles of 25 and 250 capsules each containing 


pentobarbitone sodium (14 grs.) and carbromal (4 grs.) 
Also as Carbrital Elixir. 


Parke, Davis & Company, Ltd. (Ine. U.S.A.) + Hounslow - Middlesex - Telephone: Hounslow 2361 
95 
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MA 3887A 


ok The NEW antibiotic for oral administration 





*ROVAMYCIN’ 


sk is ACTIVE BY MOUTH 3% ISREMARKABLY WELL TOLERATED 
sk DOES NOT INTERFERE WITH THE NORMAL INTESTINAL FLORA— 


UNLIKELY TO RESULT IN THE DEVELOPMENT OF CANDIDA 


INFECTIONS OR STAPHYLOCOCCAL ENTERITIS. 


Because of these properties ‘Rovamycin’ is suitable for the treatment of the 
commoner infections, especially those of the lung, upper respiratory tract 
and middle ear. It is indicated also in the treatment of patients who are 
sensitized to penicillin or whose infections are due to staphylococci resistant 
to other antibiotics, and in non-specific urethritis. 
‘Rovamycin’ is supplied as varnished tablets of 250 mgm. spiramycin base. 


Further information is available on request 


ovamycin 


MANUFACTURED BY trade mark brand 
MAY & BAKER LTD SPURAMYCIN 


4n M&B brand Medical Product 


WUMMMM@/@@ZT@@@@HT_|]@@/|qHTHMHYTY@q@@@@qE@EYYTVqX]]//|/|™JZHHttlttVQ&“X“T 


DISTRIBUTORS PHARMACEUTICAL SPECIALITIES (MAY & BAKER) 


LTD - DAGENHAM °* ESSEX 
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\ Migraine 
and other headaches of 


vascular origin 


are aborted in 80 per cent of 
eases by ORAL TREATMENT with 





CAFERGOT 


sugar-coated tablets 


Ergotamine Tartrate B.P. 1 mg. 
Caffeine B.P. 100 mg. 


Patients who experience nausea and vomiting early 
in the attack or who are unable to tolerate oral 


treatment, usually benefit from treatment with 


CAFERGOT SUPPOSITORIES 


Ergotamine Tartrate B.P. 2 mg. 
Caffeine B.P. 100 mg. 
Isobutyl allylbarbiturie acid 100 mg. 
Total alkaloids of belladonna 0.25 mg. 


Literature and samples are available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street London, W.1. 
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Treating Bucco-Pharyngeal Infections 
Without Recourse to Antibiotics 


The dangers of using antibiotics 
for local application in the treat- 
ment of infections is constantly 
being stressed in the medical press. 
There has been a gradual increase 
in organisms resistant to antibiotics 
and alarm has been expressed at the 
number of cases where patients 
have become sensitised to an anti- 


biotic during treatment. 


Dequadin, which has a wider anti- 
microbial spectrum than penicillin, 
is not an antibiotic and Dequadin 
Lozenges can be used freely in the 


treatment of infections of the 





:iimouth and throat without amy ::::)::::H:HIHIiH: 





fear of sensitising the patient amd !:::2/:/// #55 


without the risk of resistant strains 


developing. 


DEQUADIN 


LOZENGES 


In tubes of 20 lozenges each containing 0°25 mg. decamethylene-bis 
(4-aminoquinaldinium chloride). 






C56/613/4/H 




















ALLEN & HANBURYS LTD LONDON 


TELEPHONE BISHOPSGATE %320/ (2OLINES TELEGRAMS GREENBURYS, BETH, LONDON 
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Anticoagulant 
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THE USE OF ANTI OAGULANT THERAPY in suitable 
cases is NOW firmly established. To avoid or to 
treat the dangers of cessation of flow of blood by 
thrombus oF embolus formation, PULARIN 
(Hepat in-Evans) and DINDI VAN( Phenindione- 
Evans) are unexcelled. For emergency use 
PULARIN 1s administered intravenously, and 
continuation of anticoagulant therapy ensured by 
subsequent administration of intramuscular 
Pularin or orally administered Dindevan. 


pularin— 

1,000 1.U./ml. 5 ml. rubber-capped bottle 
5,000 1.U./ml. 5 ml. rubber-capped bottle 
25,009 1.U./ml. 5 mi. rubber-capped bottle 
12,500 1.U./ml. | ml. ampoule 
Dindevan — 


Containers of 25 and 100 tablets 


Further information on request from Medical 


Information Department, Speke, Liverpool, 19 
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*CORTISPORIN’ 
kills the bacteria of 


surface infections 





This new ointment contains bacitracin, 
neomycin and polymyxin B sulphate. 
It has a wider range of activity than 
any single antibiotic, destroying gram- 
positive and gram-negative organisms, 
including Ps. pyocyanea, proteus and 
staphylococci. Bacterial resistance or 
skin sensitisation are unlikely with 
‘Cortisporin’ ; nor does it induce cross- 
resistance or cross - sensitisation to 
penicillin or other antibiotics. It often 
succeeds where other antibiotics fail. 
*Cortisporin ’, by virtue of its other 
constituent, hydrocortisone, also reduces 
inflammation. 

For further information please apply 
to BURROUGHS WELLCOME & CoO., 
The Wellcome Building, Euston Road, 
London, N.W.1. 


) ‘Cortisporin’ OINTMENT 


BRAND 





Issued in collapsible tubes of 10 gm. 
with nozzle for economical use. 


heal BURROUGHS WELLCOME & co. (The Wellcome Foundation Lid.) LONDON 
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The time honoured method of 
making a bitter drug palatable 
is to add flavouring agents to 

disguise the taste. 
But usually the patient is 
disillusioned because long after 
the pleasant flavour has disappeared 
the bitter taste persists. 


Pharmaceutical 
Research 


In the Roche laboratories the 
constitution of the sulphafurazole 
molecule was modified so that 

no bitter taste was left, yet 
in contact with the digestive 
enzymes the new compound was 
converted back to sulphafurazole, 
the highly active sulphonamide. 
The modified sulphafurazole is 
now used in the production 
of ‘Gantrisin’ Syrup. 





‘G isin’ 
antrisin 
Trade Mark Brand 
S YR UP 
Completely free from bitter after-taste 
‘Gantrisin’ Syrup containing 0.5g Sulphafurazole (as N' A.ety!sulphafurazole) in 5 c.c. is available in packings of 100 ¢.c. and 500 c.c 
ROCHE PRODUCTS LIMITED '5 MANCHESTER SQUARE LONDON W.) 
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THE PREVENTION OF TUBERCULOSIS * 


W. D. W. Brooks 
C.B.E., D.M. Oxfd, F.R.C.P. 


HYSICIAN TO ST. MARY’S HOSPITAL AND TO 
HOSPITAL, LONDON 


BROMPTON 


“The preservation of health is, without doubt, of all 

blessings in this life the first and fundamental one... ”’ 

Descartes (1637) 
Ir is of paramount importance in Darwin’s evolu- 
tionary theory that a species must adapt itself to its 
surroundings or perish; and this law is well illustrated 
by the relationships which may be established between 
a host and its parasites. We know that when a parasitic 
.uwcro-organism colonises a new host one of three things 
may happen. There may be adaptation by both, pro- 
ducing a carrier-state ; or adaptation may fail because, 
in one way or another, the host destroys the parasites ; 
or, after a Pyrrhic victory represented by a fatal illness 
for the host, both he and his parasites die together. Each 
of the last two possibilities represents a failure by the 
micro-organism to adapt itself to its environment, unless 
in either event the struggle is sufficiently protracted, and 
the circumstances propitious enough, to permit trans- 
ference to another host before the micro-organism dies. 
Since a majority of mankind is infected with tubercle 
bacilli, and since it would be vain, as yet, to hope to 
suppress all sources of tuberculous infection quickly, even 
in those parts of the world healthiest in this respect, the 
efiective prevention of the disease in man must rest 
essentially upon a proper understanding of these prin- 
ciples. Clearly, any measure which will reduce the hazard 
of infection is of supreme value ; but, when the course 
and outcome of the battle of mankind versus tubercle 
bacilli are envisaged, it would not be realistic to fail to 
give first place to the statistically much more significant 
problems of the infected. Paradoxically, it is here that 
our knowledge, and its practical application, are relatively 

deficient. 
The Infected 

As is the case with many other host-parasite relation- 
ships, the carrier state between man and tubercle bacilli 
is much the most common consequence of infection. It 
is usually achieved following primary infection, but is 
also quite often seen in post-primary and in adult-type 
disease. All of these tuberculous states are exainples of 
unstable equilibrium, and adaptation may fail at any 
time ; but the reasons for this failure are very incom- 
pletely understood. To put tie same point into other 
words, we do not know at all accurately why primary 
infection is followed by progressive tuberculosis in one 
case but by healing in another. Similarly, in post- 
primary and adult-type disease, progression, remission, 
and relapse are not predictable with any certainty. 
Furthermore, the part played by superinfection at any 
of these stages of tuberculosis is very imperfectly 
appreciated. We do know that human beings vary in 
their biological response to infection, and in part at least 
this response is determined by constitution. Thus, 
primary infection leads to progressive tuberculosis far 
more often in some relatively unexposed races, because 
the susceptible stock has not been removed as has 
happened in other races during centuries of exposure to 
infection. A similar argument presumably also applies 
to individuals and their families. Likewise, clinical 
observation shows that physical and mental fatigue, and 
certain diseases (some constitutional, others acquired), 
modify the course of tuberculous infection. More impor- 
tant, however, is the effect of nutrition. Wherever 
this has been studied, it has been shown that an 


*The Mare Daniels lecture for 1957, given to the Royal 
College of Physicians on Jan. 15. 
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inadequate food-supply is associated with enhanced 
tuberculosis morbidity and mortality, and that both 
these rates fall as food-supply is increased to an optimum 
level. This is true irrespective of age and race and under 
widely differing climatic conditions. For many years, 
fatigue, nutrition, and consecutive disease have been in 
some degree within human control and from this know- 
ledge developed the basic therapy of tuberculosis. 

Finally, the age of the host is important. Rich (1944) 
has summarised the position in adolescence thus: ‘* The 
sharp rise in mortality that follows the childhood period 
of relative safety is associated with the following 
circumstances : 

(i) @ progressive increase in the incidence of infection ; 

(ii) apparently a specific’ adverse effect of the state of 
pubescence on resistance, and ; 

(iii) the beginning of exposure to the stresses and strains 
associated with a struggle for existence and with childbearing.” 
That other less evident factors may be operative cannot be 
denied. In infancy certainly, and possibly in old age, resist - 
ance to infection and to the progression of tuberculosis 
is relatively low. 

Primary Infection 

For these reasons, in the early years of this century, 
the view was widely held that primary infection in child- 
hood was a useful asset : it rarely progressed to a serious 
degree, and the children developed some immunity which 
was thought to be of considerable benefit in adolescence 
and young adult life. For the inhabitants of an English 
industrial city in the latter half of the 19th century, for 
example, it was in all probability an advantage to have 
thus acquired some immunity, since they were heavily 
exposed to infection for the rest of their lives in their 
homes and in the factories where they worked. In much 
of the world today the epidemiological position is still 
the same; but in many countries, including our own, 
it has vastly improved in that exposure to repeated gross 
infection is uncommon, and the standard of living is high 
enough to secure for the vast majority a fair degree of 
natural resistance to tuberculosis which ensures their 
survival as they grow up. Moreover, the risks of primary 
infection are in actual fact considerable ; for dissemina- 
tion may soon follow, or after a latent period which 
is often considerable the quiescent infection may flare 
up and progress. Indeed, for these reasons, and 
from the results of many follow-up studies, it is now 
recognised that the prevalence of tuberculosis in any 
generation is determined during the early years of life 
(Dubos 1956). Thus, the mortality-rates from tubercu- 
losis can be accounted for statistically by the assumption 
that every generation has the same pattern of mortality 
at various ages: in other words, its level of mortality 
from this disease is determined early in life, and remains 
peculiar to it thereafter. This epidemiological law is 
probably valid today for those countries which have a 
relatively low and falling tuberculosis mortality, and it 
emphasises that in these circumstances one of the most 
effective methods of prevention of tuberculosis is to 
attack the disease during infancy and childhood. 

Infants and young children as a rule experience their 
first infection without clinical or radiological evidence of 
disease, so that detection of the event depends upon 
serial tuberculin skin-testing ; and, however true it may 
be that we still lack proper understanding of the scope, 
limitations, and valve of this test, it remains our most 
sensitive diagnostic procedure. Heaf (1956) has suggested 
that tuberculin testing should be done in the first, second, 
fifth, ninth, and twelfth years of life as a, practical 
routine—ideally, of course, much more frequent testing 
is desirable—and that health visitors and nurses should 
be trained in this technique and use it, as in fact they do 
in Scandinavia. The discovery of a positive tuberculin 
test will permit full investigation not only of the infected 
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individual but also of the contacts, among whom—as 
Gedde-Dahl (1952) and McDougall et al. (1953) showed 

-there is a considerable probability of discovering an 
infectious person requiring treatment. Furthermore, 
the epidemiological considerations outlined above lead 
logically also to the conclusion that recent primary 
infection, irrespective of apparent health or disease, is 
an indication for treatment with antimicrobial drugs. 
What in this connection may be called chemoprophylaxis, 
in type and duration adapted to the particular features 
of each case, is already widely used in America, and has 
the advantage that, for the great majority, interference 
with the normal routine of life is uneccessary. There 
would seem to be no reason why the same argument and 
management of the situation should not apply to primary 
infection acquired later in life. If chemoprophylaxis is 
widely adopted and succeeds in its aim, the population 
of today which carries living virulent tubercle bacilli in 
the latent form—that is to say lives in a state of uneasy 
neutrality with its tuberculous parasites—will in time 
be replaced by a population in which these organisms 
have been largely destroyed by the combined effect of 
natural defence mechanisms and chemotherapy. No-one 
would belittle the theoretical and practical difficulties of 
such a programme, but until much more exact knowledge 
of the mechanism of antituberculous immunity is 
achieved—-until we can as a practical procedure measure, 
and if necessary fortify, the state of immunological 
resistance of an infected individual—it is both logical and 
imperative to do the best we can to destroy the organism 
at a time when it is most accessible. 


Post-primary and Adult-type Disease 

In much of the world, tuberculosis mortality was 
falling fast before the introduction of chemotherapy and 
surgical resection. During the past twenty years, with 
increasing momentum, these two therapies have greatly 
improved prognosis in post-primary and adult-type 
disease, and have undoubtedly saved or greatly extended 
many thousands of lives in this country alone. To 
estimate their significance in terms of preventive 
medicine is much more difficult, because usually, neither 
together nor singly, do they produce a bacteriological 
cure. We may reasonably expect that for many years a 
considerable population in constant need of supervision 
lest relapse should occur will be with us, and it will 
be the larger because of the very success of the methods 
used. 

When we add to this the disturbing fact that drug- 
resistant forms of tubercle bacilli are isolated increasingly 
often, even after several different drugs have been used 
simultaneously in treatment, we are again brought 
back to the fundamental fact that, once it has been 
infected, it is the human body itself, through its own 
defence mechanisms, which determines the issue. As 
has been said, little is known of these mechanisms. 


Vaccination of the Uninfected 


Although for more than fifty years it has been known 
that the resistance of animals to tuberculosis can be 
raised with vaccines consisting of either dead or attenu- 
ated living bacilli, only one of very many attempts to 
produce immunity has so far proved of practical value 
in man. B.C.G., today widely used among the previously 
uninfected, derives directly from the parent strain 
developed by Calmette and Guérin at the Pasteur 
Institute at the turn of the century, and an important 
disadvantage in its use arises from the inevitable diverg- 
ence of the characteristics of its many descendants. 
Thus, a method for its biological standardisation is much 
needed, and we also lack the means of measuring the 
level and duration of the immunity to which it gives 
rise. Unfortunately, too, all forms of tuberculosis 
vaccine, including that prepared from vole tubercle 
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bacilli, render the vaccinated person tuberculin-positiv« 
to skin tests, and therefore eliminate our most sensitive 
diagnostic method—one which is of increasing value as 
the average age of primary infection rises. All this 
would be insignificant if B.c.G. or vole-bacillus vaccine 
did provide complete, or even considerable, protection 
against tuberculosis; but it is certain that the degree 
of immunity they induce is of a moderate order and 
probably temporary. Thus, there is no evidence that 
immunity acquired in this way can ever prevent infection 
or superinfection by virulent organisms. There is, how- 
ever, evidence (Medical Research Council 1956) that 
progression from infection to disease is retarded, so that 
acute forms of tuberculosis occur less often in the 
vaccinated. The value of these vaccines in preventing 
the epidemiologically and socially much more important 
chronic pulmonary tuberculosis seems less certain (Dubos 
loc. cit.). Some recent work by Strém (1955) in Sweden 
and Pasquier (1955) in Paris, using B.c.G. and tubercle 
bacilli in which radioactive isotopes (3?P and }4C respec- 
tively) were incorporated, is of importance in this respect. 
They have shown that virulent bacilli injectéd into a 
previously vaccinated animal are not disseminated so 
quickly or widely as are the same organisms injected into 
a normal unvaccinated animal—proving that vaccination 
does retard the spread of infection. They have also 
shown that the vaccinated animal can destroy injected 
bacilli more rapidly than can the unvaccinated animal. 
This method of investigation, using labelled B.c.G., has 
been repeated in man and has given the same results. 
It is a very important method of research, and will 
probably be developed extensively. 

A review of the advantages and disadvantages of 
B.c.G. suggests that in countries such as New Zealand, 
Canada, the United States of America, Scandinavia, and 
our own, where the r'sk of infection is relatively small 
and the resistance of the native population relatively 
high, its use should be limited to certain groups. These 
include those known to incur a considerable risk of 
infection, such as contacts (whatever their age), hospital 
workers, and seamen. They also include, because of 
their known susceptibility, adolescents and young adults, 
and immigrants of (for example) Irish and Negro stock. 
On the other hand, in countries such as India, China, 
and much of the Middle East, where the risk of infection 
is comparatively high, all uninfected persons would 
derive benefit from vaccination, and this also applies to 
immigrants and travellers who have occasion to go there 
for any appreciable length of time. 


The Prevention of Infection 


The uncertain outcome of events after infection by 
tubercle bacilli clearly indicates that prevention of infec- 
tion is the most important measure for the preservation of 
health. To achieve this, it is necessary to discover and then 
eliminate sources of infection. Much has been done in 
this respect in some parts of the world, little in others. 


Bovine Tuberculosis 

Fifteen years ago in this country, Wilson (1942) 
estimated that infection with bovine tubercle bacilli was 
responsible for 1500—2000 deaths every year. At that time 
there was evidence from the United States and Scandi- 
navia that a policy of drastic eradication of bovine 
tuberculosis and pasteurisation of milk led to direct and 
rapid prevention of this type of tuberculosis in man. 
The adoption of a somewhat comparable policy here has 
had similar results, and the disease is now very rare. 
The prevalence of bovine tuberculosis probably varies 
widely in different parts of the world, and in many 
countries nothing is known of its extent. 


Human Sources of Infection 
From person to person pulmonary tuberculosis is 
spread by droplets and dust. The use of masks for those 
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especially exposed to risk of infection (e.g., nurses), and 
the training of infectious patients in the control of sputum 
and coughing, are sound preventive measures. The 
latter training is especially important, since for a variety 
of reasons it is impracticable, in this and in many other 
countries, to isolate every known infective patient until 
either cure or death results. In addition, when isolation 
8 impossible, it should be remembered that infants, 
adolescents, and yorng adults are likely to be the most 
susceptible of those coming in contact with the patient, 
ind therefore merit priority in any measures of preven- 
tion which may be practicable (Daniels et al. 1948). 

The proper treatment of patients, their rehabilitation, 
and the provision of financial assistance to them and 
their families are all important measures in preventing 
the spread of the disease to others. They are also much 
the most costly. Indeed, Benjamin (1955) has estimated 
that to provide for the treatment of tuberculosis in 
India on the scale commensurate with its known extent 
would cost more than three times the sum now available 
for the entire public health and medical relief services 
of that country. The authorities there are wisely con- 
centrating at first on more directly effective and less 
expensive preventive measures. None the less, in the 
prevention of the disease, therapy for known cases is not 
to be despised. Indeed, it is essential. 

The major problem, however, is the detection of 
infectious and potentially infectious cases before they 
have spread infection to others, and then to treat these 
patients so that they become uninfectious. The tradi- 
tional method of detection is to examine those who have 
clinical evidence of the disease, and it is an effective 
method if to clinical investigation bacteriological and 
radiological investigations are added. If the public were 
educated to expect these last two investigations as a 
matter of course when respiratory illness is suspected, 
examination of patients would become an even more 
useful preventive method than it is at present. This 
would imply the provision of better facilities for X-ray 
and bacteriological investigation on behalf of the general 
practitioner. Such facilities exist in this country, but 
they could be improved with advantage. 

Similar methods of examination, when applied to 
contacts of known post-primary and pulmonary tubercu- 
losis, also yield a considerable harvest of cases, and a 
proportion of these will be inapparent in the sense that 
there will be no clinical evidence of disease. Since in 
tuberculosis the interval from infection to disease varies, 
and may extend to two, three, or even more years, 
re-examination of contacts is very desirable. 

Unsuspected cases of pulmonary tuberculosis are also 
often discovered if routine X-ray examination of the 
chest is used as a condition of employment and emigra- 
tion. In these circumstances, a problem in ethics may 
well develop, for the rights of the individual may conflict 
with the rights of population groups or of nations to 
protect their health. The level at which this conflict 
will arise—and, still more, that at which it will be 
settled— will largely depend on public opinion about the 
significance of tuberculosis. As a nation, we are today 
far less demanding in respect of examination to exclude 
tuberculosis than are several other Commonwealth 
countries or the United States. 

A most important preventive measure for hospital 
workers and patients, and one used increasingly in the 
United States and Canada in the last decade, is the routine 
chest X-ray examination of all patients admitted to 
general hospitals. Those found to have radiological 
evidence of pulmonary tuberculosis may then be segre- 
gated in special wards for further investigation and 
treatment. This has been done in St. Mary’s Hospital 
for the past four years. The considerable extent of 
unsuspected tuberculosis and of other intrathoracic 
disease thus disclosed, as well as the benefit for hospital 
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Fig. |—Incidence of pulmonary tuberculosis : number per 1000 fluoro- 
graphed. Royal Navy, men, new entry. 1940-53. 


personnel, is being published elsewhere. There is little 
doubt that this procedure should be used in every 
general hospital in this country. 

Miniature mass radiography (fluorography), made prac- 
ticable by the work of D’Abreu (1936), has been widely 
adopted throughout the world as the least costly pro- 
cedure for finding otherwise inapparent cases of pulmonary 
tuberculosis in various population-groups. It gives a 
much more accurate picture of the prevalence of the 
disease than any other method. For our purposes today, 
its epidemiological value may be illustrated by some 
experience in the Royal Navy, where it was first used 
and developed in this country——largely through the efforts 
of the late Sir Sheldon Dudley—and where it has become 
an annual event for every sailor. 

Fig. 1 shows the incidence of pulmonary tuberculosis 
(revealed by fluorography) in men newly entering the 
Royal Navy from 1940 to 1953. It thus shows the 
incidence of inapparent tuberculosis in these years in 
men, mostly young, who had previously been physically 
examined, coming fresh from civilian life. A well-marked 
trend is evident indicating a decrease in incidence over 
the fourteen-year period. This tendency was twice 
interrupted—in the years 1941-43 and again in 1949. 
The first rise in incidence took place after civilian 
sanatoria and chest hospitals had been largely emptied 
of their patients and air-raids had imposed a “ shelter 
life ’’—the interval being compatible with what is known 
of the usual incubation-period of the disease. The 
second rise, in 1949, correspondingly followed the worst 
phase in the shortage of beds for the treatment of 
pulmonary tuberculosis. At this time (1946-48) large 
numbers of infectious patients waited at home many 
months for treatment, thereby increasing the risk of 
infection for.the general population. I know of no 
better or clearer illustration of the relationship between 
risk of infection and resultant disease. 

The most important and easily understood index of 
the consequence of repeated fluorography upon the 
incidence of pulmonary tuberculosis in the Royal Navy 
is to be found in the attack-rate of the disease in those 
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established personnel previously found to be normal to 
fluorography. This is measured by the aggregate of the 
incidence of new cases disclosed by fluorography, and of 
new cases diagnosed through disease becoming clinically 
evident. The latter had been shown by Dudley (1938) 
to have remained fairly constant at 2 per 1000 per annum 
for many years before the war. It had fallen (Brooks 
and Frazer Roberts, unpublished) by 1945 to 1-1 per 1000 
per annum, and in 1953 was 0-54 per 1000. The former 
incidence is shown in fig. 2 and covers the period 1944-53. 
There were relatively slight fluctuations until 1949, and 
thereafter a dramatic fall to about a ninth of the previous 
incidence—a fall which seems to be related to the 
consecutive decrease in the mean intervals between 
examinations. Taken in conjunction with the fall in 
incidence of clinically disclosed disease, it seems probable 
that, if annual fluorography is maintained, tuberculosis 
following infection within the Royal Navy will be 
controlled and kept at a minimal level. 

How variable is the extent of inapparent tuberculosis 
over the world may be illustrated by quoting the 
experience of a fluorography unit working in the Persian 
Gulf, with Arab employees who had been clinically 
examined previously. An incidence of pulmonary tuber- 
culosis of 22 per 1000 fluorographed was found. This 
figure is the more remarkable because where raciai 
resistance is dow, as it is in Arabs, the proportion falling 
ill with tuberculosis (and so not fluorographed in this 
survey) will be relatively high. With a diminishing 
incidence of disease in this country, on the other hand, 
mass radiography will prove more and more costly— 
where cost is measured by the yield of cases in relation 
to the money and time spent. Increasingly strong 
arguments will therefore arise for the concentration of 
the procedure upon certain population groups—e.g., the 
elderly —whose incidence of undisclosed disease is known 
to be high. They will be justified only if iatrogenic 
neurosis does not then prove too serious an obstacle for 
what is, and I hope will remain, a voluntary examination 
in a civilian population. Where everyone is examined, 
such an objection does not arise. Mass radiography, and 
indeed all the other preventive measures we have dis- 
cussed, if they are to be used successfully in a free society 
to preserve health, depend fundamentally upon public 
opinion about the disease in question. Education, and 
less certainly propaganda, may influence this, but both 
are slow processes. Health legislation has always been 
found ineffective if not backed by public sentiment, even 
in a disciplined fighting service such as the Army—as 
Pringle indicated as long ago as 1752 when he said : 

“The prevention of disease cannot depend on the use of 
medicine or anything which the soldier shall have in his power 
to neglect, but upon such orders as he himself shall think not 
unreasonable and which he must necessarily obey.”’ 


In the last analysis, the prevention of tuberculosis, by 
those methods we know today as well as by those methods 
we may find tomorrow, depends on the will of the people. 


I am indebted to the Medical Director General for per- 
mission to publish statistics relating to the Royal Navy. 
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H#&MATOGENOUS osteitis is still an important cause of 
crippling deformity, and a potential cause of death, in 
the newborn. This fact tends to be obscured by the 
surprising mildness of many of the cases (Dillehynt 1935, 
Cass 1940). 

The recognition of two grades of severity (Greengard 
1946) was an important step towards clearer under- 
standing of this disease. For this reason neonatal 
osteitis requires to be treated as a separate entity from 
the osteitis of older infants, which is almost invariably 
mild and has an excellent prognosis. 

Unfortunately no criterion other than personal 
impression has been suggested for distinguishing between 
the mild and the severe cases (Dennison 1955a), and we 
cannot suggest a better, because a precise clinical defini- 
tion of severity appears unattainable and because the 
ultimate severity of certain cases can be so much 
influenced by the promptness with which effective 
treatment is started. The difficulty of clinical assessment 
is illustrated by the fact that it is usually impossible to 
decide even how long the disease has already lasted when 
the patient is first seen. 

Any attempt to describe the clinical picture and treat- 
ment has to be set against this unsatisfactory background 
of extreme variability and lack of clear clinical definitions ; 
but the attempt seems worth while because Dennison’s 
(1955a) authoritative contribution leaves room for further 
discussion of the all-important questions of early diag- 
nosis and treatment with antibiotics. 


Material 


40 cases of neonatal osteitis have been treated by us at 
some stage (not necessarily the acute stage) of the disease 
in the past eight years. 21 were classified as severe and 
19 as mild. A Staphylococcus aureus was recovered from 
the pus in 24 cases, a Streptococcus hemolyticus in 5, a 
pneumococcus in 2, and an Escherichia coli in 1; no pus 
was available in the remaining 8. Of the 24 strains of 
Staph. aureus 16 were resistant to penicillin in vitro, 7 
were sensitive, and 1 was not tested (but the patient 
responded well to penicillin). All the strains of strepto- 
coccus and pneumococcus were sensitive to penicillin, and 
the Esch. coli to streptomycin. Where possible we relied 
on the bacteriologist’s report of the in-vitro sensitivity 
when deciding which antibiotic was most suitable for 
each case, and we had no reason to regret any decision 
based on this information. 


Early Diagnosis 


The natural history of the disease covers a remarkably 
wide range of severity. The mildest cases show a strong 
tendency towards spontaneous recovery without compli- 
cations of any kind; but the most severe cases are 
characterised by rapid dissemination through the blood- 
stream, with formation of metastatic abscesses elsewhere 
in the skeleton or in vital organs, such as the lungs and 
the kidneys. 
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It seems to us impossible to judge the potential 
severity of any case when it is first seen ; what at first 
ippears a mild infection may become really severe within 
. few days in the absence of effective treatment (see 
case 4, under ‘*‘ Failures’’). We have therefore come to 
regard it as a matter of great urgency to make the correct 
diagnosis and to start effective treatment. 

The rewards which can be won by successful application 
of this policy are illustrated by the 5 patients in this 
series in whom the upper end of the femur was involved. 
In 4 of them there was considerable delay—5, 8, 20, and 
27 days—between the first recognisable signs of osteitis 
and the start of effective treatment. In all 4 the hip- 
joint was destroyed, and they were left with an absent, 
hypoplastic, or greatly distorted femoral head (as were 
the 3 patients in whom a hip-joint infection originated 
in the pelvis). 

Case 13, however, was admitted to the Babies’ Hospital for 
treatment of a large abscess in the left cervical and axillary 
groups of lymph-glands. During his routine examination on 
admission he moved his left leg less than his right, and 
thickening and tenderness round the upper part of his left 
femur were detected (although his mother had not noticed 
anything abnormal). He was immediately started on treat- 
ment with intramuscular penicillin, at first 3-hourly and later 
6-hourly, and after 11 days was sent home to continue with 
a single daily injection of procaine penicillin for a further 
11 days. 

The pus aspirated from the gland abscess grew a Staph. 
aureus fully sensitive to penicillin. The femoral lesion 
required no local intervention, and the hip-joint remained 
free from infection. The left leg was clinicaliy normal on the 
7th day of treatment and remained so thereafter. 

The radiological changes were severe by 2 months from 
the start of treatment, with well-marked patchy rarefaction 
in the femoral neck and slight raising of the periosteum over 
the upper two-thirds of the shaft. By 3 months both femoral 
heads were visible in the radiographs, however, and by 9 
months the left femoral head was as good as the right, and 
the shaft appeared to be completely healed. 

The attainment of this objective—correct diagnosis and 
effective treatment as early as possible—depends on 
appropriate action being taken by one or more observers 
(mother, nurse, family doctor, and hospital) as soon as 
the first signs of disease appear. In our 40 cases the 
following were the first signs noted by one or other of 
these observers: swelling, with or without discoloration 
of the skin (14 excessive irritability, often 
increased by handling (13 cases); relative immobility 
of a limb (‘‘ pseudoparalysis’’) (9 cases); and signs of 
severe general infection with or without fever (4 cases). 
The last of these signs was recorded only in severe cases ; 
but the other three signs were noted as the first sign of 
disease in mild and severe cases with about equal 
frequency. In most cases two or more of these signs were 
already present when the patient reached hospital ; and 
the cardinal sign of tenderness over the bone was clearly 
elicited. 

The average delay between the appearance of the first 
sign and the start of effective treatment in the 21 severe 
cases was 8 days. In 5 of the 6 cases where the delay 
exceeded 10 days it was largely explained by the doctor’s 
failure to make the correct diagnosis in the first instance : 
3 had been treated as soft-tissue infections, 1 as a severe 
generalised infection without specific localisation, and 1 
had not been treated. In the 19 mild cases the average 
delay was a little more than 8 days: but in 3 of the 6 
cases where it exceeded 10 days the greater part was due 
to the mother’s failure to call the doctor sooner. 

Consideration of the causes of any delay in arranging 
appropriate action, on the part of either the doctor or the 
nurse who first saw the cases in this series, suggests that 
nearly all of it could have been avoided if the following 
points had been appreciated : 

(1) Any tenderness or relative immobility of a limb during 
the first few weeks of life, with or without swelling of the 


cases) ; 
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overlying soft tissues, is more likely to be due to infection 
than to any other cause except trauma. Attention may often 
be drawn to the local signs by the fact that the baby cries 
excessively, especially when the affected part is handled— 
e.g., when the legs are handled during napkin-changing. If 
the effects of birth trauma can be confidently excluded, the 
case should be regarded as one of infection until proved 
otherwise. ' 

(2) The primary site of the infection is much more likely 
to be in bone than in the subcutaneous tissues. Although 
primary bloodborne abscesses of the subcutaneous tissues 
can, of course, occur in the newborn they are relatively very 
rare ; in this series of 40 patients who, between them, had 70 
known lesions of osteitis, only three primary abscesses of the 
subcutaneous tissues were detected, in 2 patients. 

(3) The prognosis and possible complications of a bone 
infection in a young baby are so serious that the patient 
should be referred at once to a hospital where the necessary 
special types of clinical experience and laboratory facilities 
are available. The differential diagnosis from trauma, other 
forms of infection, and poliomyelitis (rare as it is in the new- 
born) may be very difficult or impossible on clinical grounds 
alone, as in the case of a baby who, born at home and cared 
for by a resident private nurse, developed a painful swelling 
over the lower end of the right femur at the age of 14 days 
and became irritable. The patient was admitted to the 
Babies’ Hospital and started on treatment with penicillin, 
until the routine radiograph (which should always be taken 
as soon a8 possible) showed a fracture. Within a few weeks 
further fractures occurred, and the diagnosis of osteogenesis 
imperfecta was established. 

Surgical Treatment 

Our policy as regards surgical treatment has been to 
try to remove pus, by aspiration through a short large- 
bore needle, in any case where there is appreciable 
swelling of the soft tissues overlying the lesion. In most 
such cases (including all the severe cases) pus has been 
obtained ; but considerable perseverance, including the 
use of gentle expression of pus through the needle, may 
be necessary to achieve adequate emptying of the abscess. 
The aspiration is repeated as often as the local signs 
suggest that pus has reaccumulated. In case 4 (who 
weighed 8 lb.) 320 ml. of pus was aspirated from a single 
lesion during the baby’s first 10 days in hospital. In 
cases where the joint is infected we inject either penicillin 
50,000 units or streptomycin 50 mg. after aspirating the 
pus and washing out the joint cavity with isotonic saline 
solution. In 2 cases repeated removal of sequestra was 
necessary (cases 30 and 33 reported under ‘‘ Failures ’’). 

No immobilisation was used in most of the cases. 
When the humerus was involved, nursing was made 
easier by strapping the baby’s forearm to his trunk. 
When either the knee or the ankle-joint was involved, a 
well-padded plaster splint was applied over the front of 
the limb to obtain the best possible support for the 
proximal part of the splint. Where the hip-joint was 
involved, however, we found no really satisfactory 
method of immobilisation in the acute stage. After 
finding plaster casts of various kinds quite unpractical, 
we experimented with a modified form of gallows sus- 
pension using weight-and-pulley traction and tried to 
hold the hips in moderate abduction and flexion. We 
cannot yet say anything about the long-term results of 
this method, which can be successfully applied by the 
average mother at home after the need for penicillin 
injections and aspirations is over; but we doubt if any 
method can do much to prevent, or even modify, per- 
manent damage to the joint in cases where the hip is 
already severely infected when treatment is started. 

After the infection is controlled, the extent to which 
satisfactory remodelling of the affected bone can take 
place in some cases has to be seen to be believed ; but, 
in our experience, no such satisfactory recovery takes 
place in cases where the hip-joint has been seriously 
damaged by the initial infection. In 5 of our 7 cases of 
this kind we gave prolonged treatment on conservative 
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lines as for congenital dislocation of the hip, keeping the 
patients in plaster for 3, 7, 10, 11, and 12 months. The 
results did not justify the effort, and we now doubt if the 
attempt to prevent these deformities by these means is 
really in the patients’ best interests. 


Antibiotic Treatment 


The importance of early diagnosis and immediate 
treatment with an effective antibiotic has already been 
emphasised. The selection of the best antibiotic with 
which to start treatment, before the results of any 
bacteriological tests are available, has been made much 
more difficult by the emergence of a high proportion of 
penicillin-resistant strains of Staph. aureus during the 
past few years, at least in babies born in hospital. We 
still regard penicillin as the drug of choice and start 
treatment with it in a dosage of 25,000-50,000 units 
intramuscularly every 3 hours, reducing to 6-hourly 
administration when it is clear that a good clinical 
response is being obtained, and finally changing to oral 
administration in some cases to enable the mother to 
take her baby home for the completion of his treatment. 

It would be foolish to rely on penicillin alone until 
the sensitivity of the organism is known. In selecting 
the most suitable partner to penicillin for this purpose 
of initiating treatment, when the need for such a partner 
was first appreciated, we rejected streptomycin largely 
because we expected that the emergence or resistance to 
streptomycin would soon overtake, in frequency, the 
resistance to penicillin which we had observed; but 
we were wrong. Only two of the twenty-three strains of 
Staph. awreus recovered from our cases and appropriately 
tested were resistant to streptomycin in vitro. 

This fact is causing us seriously to reconsider our 
policy, which has been to use aureomycin (chlortetra- 
ceycline) routinely as the partner to penicillin until the 
results of sensitivity tests are available (or throughout 
the course of treatment if no organism is available for 
testing). Unfortunately there are practical difficulties 
about using streptomycin in certain cases: for instance, 
a suitable injection site may not be available for a drug 
which causes considerable local reactions, as in case 4, 
where the left leg was involved in the osteitis and the 
right thigh was occupied by a chronic ulcer resulting 
from a nikethamide injection given in the Maternity 
Hospital. We are therefore at present exploring the 
possibility that a tetracycline may be effective if given 
in larger than standard dosage at the start of treatment, 
and this point is discussed in relation to the clinical 
history of case 15, reported under ‘“‘ Failures.’’ In the 
end it may seem wiser to start with a combination of 
penicillin and streptomycin, as suggested by Dennison 
(1955a), and to rely on a tetracycline only for continuation 
of treatment in those cases where the organism is resistant 
to penicillin. 

The proper duration of the antibiotic treatment is the 
one subject of real controversy (Dennison 1955a and b, 
Neligan 1955). Far from being unduly optimistic about 
the control of the ‘* unconquered staphylococcus ’’ in 
neonatal osteitis by modern methods of treatment, we 
believe that the extreme seriousness of the disease, and 
of its potential local and systemic complications, demands 
that we give the natural processes of resistance and 
repair the greatest possible assistance, in the shape of 
effective antibiotics, and that we continue to give this 
assistance until uninterrupted recovery is assured by 
complete elimination of the infection. In severe cases 
where the start of effective treatment has been delayed, 
with the result that the pathological changes in the 
bone are already very extensive, it seems to us advisable 
to prolong the antibiotic treatment correspondingly for 
many weeks or months, until revascularisation and 
absorption are complete. In the 13 severe cases whose 
initial course of antibiotic treatment was given by us 
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the average length of this course was 41 days (range 
21-116 days): and with increasing experience we have 
tended to increase the length of the course. 

But we do not base our policy solely on theoretical 
arguments ; nor is our strong opposition to the advice of 
Dennison (1955a), that ‘‘ whichever antibiotic is used, 
treatment with it should be discontinued as soon as the 
blood infection appears to be controlled,’’ explained only 
by our inability to accept the theoretical arguments which 
he puts forward in its support. We prefer to depend on 
the difference between the subsequent courses of two 
groups of cases whose initial antibiotic treatment differed 
much in duration. 

Of our 40 patients 1 died (case 2, under ‘‘ Failures ’’) 
and 1 was not adequately followed up ; 31 of the remain- 
der had an initial course of a suitable antibiotic lasting 
3 weeks or more (average 34 days, range 19-116 days). 25 
of these patients (12 severe and 13 mild) appear to have 
recovered completely from the infection after this initial 
course, judged by satisfactory clinical and radiological 
progress thereafter. 6 had one or more recurrences of 
infection and are discussed under ‘‘ Failures’ (cases 4, 
19, 21, 25, 30, and 33). These results give little enough 
cause for undue optimism (particularly since, as stated, 
they take no account of the fact that 10 of the patients 
were left with one or more abnormal joints); but at 
least they compare very favourably with the results in 
the remaining 7 cases, the iength of whose initial course 
of treatment with an antibiotic to which their organism 
was sensitive was quite inadequate by the standards 
which we have adopted. 

The initial course of antibiotic treatment in these 7 
cases averaged 7 days (range 4-13 days). 1 case showed 
no recurrence of infection after a week’s treatment with 
chloramphenicol for a mild osteitis of the maxilla, from 
which an infected tooth-bud was removed on the same 
day as tks antibiotic was started, 14 days after the first 
sign of the disease had appeared. The remaining 6 
patients had, between them, twelve recurrences of 
infection after twelve short courses of antibiotic treat- 
ment, administered either at home or in other hospitals, 
for what were thought to be infections of the soft tissues 
or of the blood. The treatment was stopped in each 
case when the clinical response was regarded as satis- 
factory. The average delay in starting treatment was 
less than 3 days. In all 6 cases (3 mild and 3 severe) the 
organism causing the osteitis was sensitive to the anti- 
biotic used for the initial course; and all of them 
eventually responded completely to a more prolonged 
course of treatment with the same antibiotic (average 
duration 43 days, range 21-58 days). In 2 of them pus 
was aspirated once at the start of this final course of 
treatment, but the others required no additional measures 
of any kind. In 1 of these 6 cases the story was not 
quite so straightforward as this summary suggests, and 
it is reported in greater detail under ‘*‘ Failures ’’ (case 15). 

These results (see table) provide clear-cut evidence in 
favour of using a suitable antibiotic for at least 3 weeks, 
and much longer if necessary, from the time when the 
patient is first admitted to hospital. The same con- 
clusions about the need for prolonged antibiotic treatment 


EFFECT OF DURATION OF INITIAL COURSE OF APPROPRIATE 
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had been reached by Disney et al. (1956) as regards 
staphylococcal pneumonia in young babies. But we are 
much concerned with trying to understand the reason 
for the failures which can still occur, and they are briefly 
reported and discussed below. 


Failures 


Under this heading are discussed the 1 death, the 6 
patients who had one or more recurrences of infection 
after an initial course of antibiotic treatment lasting 3 
weeks or more, and case 15 mentioned above. 


Case 2 (severe) died at the age of 27 days, after 11 days’ 
treatment with chloramphenicol. He had become ill, at the 
age of 11 days, in a maternity hospital and was at first treated 
with penicillin. After 5 days the clinical response had been 
most u satisfactory, and the organism recovered from the 
pus aspirated from his right shoulder was resistant to penicillin 
but sensitive to chloramphenicol in vitro (this finding was 
repeatedly confirmed in pus from other sites obtained later). 
When he was transferred to the Babies’ Hospital at the age 
of 16 days he already had overt lesions of osteitis in both 
humeri, both hands, and the right mandible. His response to 
chloramphenicol was never encouraging, blood-culture still 
being positive on the 6th day of treatment, and he died with 
gross signs of heart-failure. Necropsy revealed, in addition 
to the bony lesions, well-developed abscesses in the lungs 
with several small encysted empyemas (whose presence had 
been suspected some days before death but had not been 
confirmed on aspiration). 


OComment.—We attribute this baby’s death, and the 
failure of treatment with chloramphenicol, to our not 
draining collections of pus within the chest when treat- 
ment was started. 


Case 4 (severe) developed an abscess of the right thigh at 
the site of an injection of nikethamide given at birth, and 
osteitis of the middle phalanx of a finger was diagnosed at the 
age of 12 days. She was started on treatment with penicillin 
at once, but 4 days later she was sent home from the Maternity 
Hospital without the visiting pediatrician’s knowledge. 

At the age of 20 days she developed an abscess over the 
upper part of the left tibia, which the family doctor treated 
with penicillin for the next 6 days ; he also incised the abscess, 

By the age of 31 days, when she was first admitted to the 
Babies’ Hospital, she was seriously ill, with further lesions over 
the left clavicle and over the left ilium and hip-joint. 340 
c.cm. of pus was aspirated from her lesions during the next 
10 days. 

Three days after admission the Staph. aureus cultured from 
her pus was reported as being resistant to penicillin but 
sensitive to chloramphenicol. She was treated with chlor- 
amphenicol for the next 21 days, when we stopped it because 
of the potential toxic effects. There was no part of her body 
into which we felt we could inject streptomycin, and no other 
antibiotics were available at that time. 

6 weeks later she had a recurrence of infection over the 
clavicle ; @ year later she had a recurrence over the left tibia ; 
at the age of 4 years she had a further minor recurrence ; and 
at the age of 5 years she had a recurrence over the left ilium, 
which has not completely healed yet a year later. 

Her left hip-joint is dislocaféd and the femoral head very 
abnormal, in spite of 10 months’ treatment in plaster during 
the first year of life as for congenital dislocation of the hip. 


Comment.—Although this case is included as a failure 
of prolonged treatment, we did not consider the 21-day 
course of chloramphenicol really adequate in view of the 
length of her history ; but we can only speculate about 
the likely result of a more prolonged course of treatment 
given at that stage. There is little doubt in our minds, 
however, that an adequate course of an effective anti- 
biotic, given when she had only a mild osteitis of one 
phalanx, would have produced a very different result. 


Case 21 (severe) was admitted to hospital 2 days after 
developing signs of osteitis in his right humerus. Penicillin 
was stopped 3 days after admission, when his Staph. aureus 
was reported to be resistant to penicillin but sensitive to 
aureomycin. He was treated with aureomycin for 43 days 
after admission, and three aspirations during the first 10 days 
in hospital produced 9 e.cm. of pus. He had a recurrence at 
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the age of 8 months, and another mild one at the age of 2 
years. 


Comment.—In this case the duration of the initial 
antibiotic treatment was regarded as adequate ; but the 
radiological changes which developed, with wide separa- 
tion of the periosteum from the cortex of the shaft, 
suggested that the aspiration of the subperiosteal abscess 
had been inadequate and ineffective. 

Case 19 (severe) developed multiple lesions of acute osteitis 
in a maternity hospital at the age of 8 days, with involvement 
of the left foot, left index finger, left mandible, and right 
lower femur. He was started on treatment with chlor- 
amphenicol at once, and after 3 weeks aureomycin was sub- 
stituted and was continued until the total course of antibiotic 
treatment was 53 days. A few days after the onset crepitus 
was detected over the right lower femur, and radiographs 
subsequently showed that the lower femoral epiphysis had 
been displaced about an inch backwards, leaving the lower 
third of the shaft protruding through the anterior wall of its 
periosteal sheath. ; 

Various methods of immobilisation were used to try to 
prevent further displacement during the next few weeks, and 
the bone has shown remarkable powers of reconstruction and 
longitudinal growth. The boy walked unsupported at the 
age of 16 months and since then has led a normal active life. 
But at the age of 8 months he had a recurrence over the lower 
end of the femur, with spontaneous discharge of a flake 
sequestrum measuring '/, < 1/,, inch; and at the age of 31/, 
years he had a superficial swelling in the scar, from which 
a bead of sterile pus was aspirated. 


Comment.—The only lesion which caused any further 
trouble in’ this case was the one in which there must, 
initially, have been extensive interference with the 
blood-supply of the affected bone. This fact suggests 
that it would have beer wiser, and possibly more effective, 
to continue the initiai course of treatment for longer than 
53 days. ; 

Cases 30 and 33 (both severe) are reported together because 
they have many features in common. In case 30 there was 
a delay of 14 days after the first sign of osteitis of the mandible 
before admission to hospital ; and in case 33 the delay was 19 
days after the first signs of osteitis of the right parietal bone 
of the skull. Both were draining pus freely, in large quantities, 
on admission. In both cases the Staph. aureus was resistant to 
penicillin, and aureomycin was used for initial courses of 55 
days and 116 days respectively. In both cases sequestra had 
to be removed and further prolonged courses of aureomycin 
given. Now, about 1'/, years after the onset, neither case can 
yet be regarded as completely healed ; but the most striking 
feature of both patients is their magnificent physique and 
healthy appearance. 

Comment.—We feel that in both these cases the failure 
of the initial course of treatment to eliminate the infection 
completely was probably due to the long delay in starting 
treatment, together with the unusual structure and blood- 
supply of the bones affected, which led to extensive 
sequestration. We also regret that the first operation for 
removal of sequestra and tooth-buds from the mandible 
of case 30 was delayed until 30 days after admission to 
hospital, by which time the initial satisfactory clinical 
response to the antibiotic had been shown to be illusory 
by the appearance of a further spontaneous discharge of 
pus. It seems probable that this operation could have 
been done much sooner, with safety and benefit, had the 
need for it been appreciated sooner. 

Case 25 (mild) was admitted 2 days after developing signs 
of osteitis of the right maxilla. She was treated with aureo- 
mycin from the start, and within 4 days of admission 8 c.cm. 
of pus had been aspirated from the right orbit, and there had 
been a spontaneous discharge of pus into the mouth from the 
right bucco-alveolar sulcus. The Staph. aureus cultured was 

ially resistant to penicillin but sensitive to aureomycin, 
with which drug treatment was continued in diminishing 
dosage for 67 days. 

3 weeks later’, however, she developed swelling of the right 
cheek and lower lid and was given a second course of aureo- 
mycin, which lasted 106 days.’ During the subsequent 1*/, 
years all has been well, apart from the fact that the right 
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upper first premolar is poorly enamelled and has only partly 
erupted. 

Comment.—In this case the reason for the failure of the 
first course of treatment is less clear. Probably it would 
have been wiser to explore the spontaneous sinus into 
the mouth when it first developed, with a view to removing 
any infected tooth-buds; but this was never seriously 
contemplated, because the opening healed in a few days. 

Case 15 (mild) received three short courses of antibiotic 
treatment during the first 4 weeks of life (penicillin for 5 days, 
and chloramphenicol for 6 days and again for 3 days). The 
indication was an inflammatory swelling over the chest wall 
which was first seen in the Maternity Hospital at the age of 7 
days and thought to be a primary soft-tissue abscess. The 
course of penicillin was started at the age of 8 days; and the 
swelling was also incised twice during the first month. After 
each course of treatment the local signs recurred, but it was 
not until the baby was nearly 6 weeks old that an underlying 
osteitis was suspected when the abscess recurred for the third 
time and burst spontaneously. She was then treated with 
aureomycin for 3 weeks, but 3 weeks later there was a further 
recurrence, and this time aureomycin treatment was con- 
tinued for 6 weeks. 

About 6 weeks later, however, she had yet another recur- 
rence (her fifth). A Staph. aureus sensitive to penicillin and 
aureomycin was recovered from the pus in her first recurrence 
(at the age of 17 days), her third (at the age of 32 days), and 
her fifth (at the age of 6 months); in her fourth recurrence, 
however (at the age of 3 months), the Staph. aureus was 
resistant to penicillin. Since no penicillin had been used since 
the 2nd week of life, this organism was thought probably to 
have been a contaminant, and the fifth recurrence was treated 
with penicillin for 6 weeks. During the subsequent 4 years 
there has been no further trouble. 

Comient.—This case is included as one of those in 
which a short course of the appropriate antibiotic did 
not eliminate the infection. Penicillin was used at the 
start but for only 5 days, and a whole series of recur- 
rences followed ; yet, about 6 months later, when the 
same antibiotic was used again but this time for 6 weeks, 
an apparent cure followed. But there is the complicating 
factor that in the interval two long courses of aureomycin 
had been given, lasting 3 weeks and 6 weeks, without 
This may be a simple question of a bacterio- 
static drug’s being less effective than a bactericidal one ; 
but we have wondered whether it was partly a question 
of dosage. In treating acute osteitis with penicillin it 
it has long been the practice to use much larger doses, 
and greater frequency of administration, than in treating 
soft-tissue infections. This practice is based on sound 
theory and supported by experience. Yet with other 
antibiotics the standard dosage has been routinely used 
even in acute osteitis, both by ourselves in the past and 
by others (Dennison 1955a, case 1). We have more 
recently adopted the practice, when using a tetracycline 
antibiotic, of starting with a dosage of about 50 mg. 
per lb. of body-weight daily, administered 3-hourly by 
mouth, and later reducing the frequency of administra- 
tion and the dosage if a favourable clinical response is 
achieved. We have not yet had enough experience of 
this method to judge its effectiveness in preventing 
recurrences. 

The anomalous bacteriological findings in this case 
represent the only possible example of a change of 
antibiotic sensitivity during the course of observation in 
any case in this series. 


success. 


Summary 

Evidence from the case-histories of 40 cases of neonatal 
osteitis (21 ‘‘ severe ’’ and 19 ‘*‘ mild *’) confirms that this 
disease can still produce death or crippling deformity. 

It also confirms that really early antibiotic treatment, 
in a suitable hospital, may prevent these serious com- 


plications. The earliest signs of the disease are, in order of 
frequency : local swelling, excessive irritability, pseudo- 
paralysis of a limb, and the signs of a severe general 
infection. 
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Prolonged antibiotic treatment (for a minimum of three 
weeks, and an average of five weeks) is shown to be 
effective in preventing recurrences, as compared with 
short courses of treatment. Of 31 cases ‘‘ adequately ”’ 
treated, 5 had one or more recurrences: of 7 cases 
inadequately treated, 6 had one or more recurrences. 

We are most grateful to our colleagues, who allowed us to 
treat their cases so that we might gain greater experience of 
this disease: and to Dr. C. A. Green, in whose department 
was done the bacteriological work on which we relied so 
heavily in deciding which antibiotics to use. 
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PITUITARY NECROSIS DUE TO IMPLANTS 
OF RADIOACTIVE GOLD AND YTTRIUM 


STRETTON YOUNG 
M.B. St. And. 


From the Clinico-Pathological Laboratories of the Imperial 
Cancer Research Fund 


It is well known that some cases of mammary and 
prostatic carcinoma respond favourably to removal of 
the steroid-producing endocrine glands. When these 
cases relapse, a further period of improvement can some- 
times be induced by removal or destruction of the adeno- 
hypophysis. Other cases may be treated by hypophy- 
sectomy without previous ablation therapy, and in some 
of these also the disease is arrested. 
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Fig. |—Effect of two 5:7 mC grains for 2! days ( * 2'/,). 
Fig. 2—Effect of one 9:03 mC grain for 3! hours ( * 2'/,). 
Fig. 3—Effect of one 38 mC grain for 119 days ( x 2’/,). 
Fig. 4—Effect of two 98 mC grains for 8 days ( = 2'/,). 
Fig. 5—Effect of two 875 mC grains for 27 days ( < 2'/,). 
Fig. 6—Effect of two 8:33 mC grains for 32 days ( * 2'/,). 
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rABLE I-—-RESULTS OBTAINED WITH RADIOACTIVE GOLD GRAINS 


Radon 








IN * nen, yrat Radius 
Fig. aes No. of} Duration on edge of |+ of 
nO. per grain |Stains| of action (mo) necrotic necrosis 
. area (mm.) 
(mC) 
i 5-70 2 21 days 5-70 93, 600 2:40 
2 9-03 2 31 hours 2-64 313,750 0-90 
3 3-80 1 119 days 3-80 68,150 2-30 
4 9-80 y 8 days 8-55 > 70,000 ? 
5 8-75 2 27 days 8-75 75,900 3-34 
6 8-33 2 32 days 8-23 72,650 3°34 


In successfully treated cases it is believed that the 
tumour is stimulated to proliferate by one or more of 
the protein hormones from the pars anterior of the 
pituitary gland, and deprivation of these hormones leads 
to arrest of tumour growth or even to its regression. 
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Surviving tissue Pars posterior 
Fig. 8 Fig. 10 
Fig. 7—Effect of one 1:58 mC rod for 33 days ( «2'/,). 
Fig. 8—Effect of three 081 mC rods for 105 days ( <2'/,). 
Fig. 9—Effect of one 457 mC rod for 95 days ( * 2'/,). 
Fig. 10—Effect of one 45 mC impiant for 28 days ( «2'/,). 





The difficulties encountered during the operation of 
hypophysectomy have led to the introduction of tech- 
niques for destroying the pituitary. In one of these the 
destructive material is a radioactive isotope which is 
introduced into the pituitary through a 
cannula passing through the nose and the 
sphenoidal sinus. 

This paper contains a description of struc- 
tural changes in the pituitary gland follow- 
ing implantation of the two radioactive 
isotopes }*8Au and *°Y. 


Materials and Methods 

Pituitary glands were obtained at autopsy 
from 14 patients who had previously 
received radioactive pituitary implants for 
mammary or prostatic carcinoma. The 
glands were usually fixed in Helly’s fluid, but 
cold formol saline solution followed by 
secondary fixation in Helly’s fluid was also 
employed. 

Drawings were made of the shape of the 
gland and of the position and orientation of 
any visible implants. The implants were 
then removed and the tissue trimmed so that 
the plane of the section would cross the axis 
of the implant at right-angles. 

Three types of radioactive material had 
been used : 

(1) Radioactive gold (?**Au) _ grains, 
cylindrical in shape, measuring 0-8 x 2-5 mm. 
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The outer 0-1 mm. is a non-radioactive screen of platinum 
which reduces the 8 irradiation. 

(2) Radioactive gold (**Au) rods, cylindrical in shape and 
measuring 0-8X5 mm. No platinum screen was present ; 
thus the ratio of 8 to y irradiation was considerably greater 
than in the screened variety. 

The activity of these implants is given in equivalent milli- 
curies (mC) of radon, and the dose of y irradiation in r units. 

(3) Yttrium-oxide pellets, cylindrical in shape and measur- 
ing 1:3X3-95 mm. (but subject to slight variations in 
size). These emit 8 irradiation only. 


TABLE II-——-RESULTS OBTAINED WITH RADIOACTIVE GOLD RODS 
tadon ae 
x equi- ; Duration | Effective yr at Radius 
Fig. S No. of ; a edge of of 
valent of action activity A . ; 
no. per rod rods (days) (mC) necrotic | necrosis 
(mC) area (mm.) 
7 1-58 3 33 1-58 80,000 1:34 
8 0-81 3 150 O-s1 77,100 1-00 
9 4°57 3 95 4°57 197,400 1-50 
Results 


Histological sections in a plane at right-angles to the 
long axis of the implants were photographed at low 
magnification. The photomicrographs were used to 
prepare line drawings in which necrotic areas are shown 
in black. The plane of the section is indicated in the 
diagram accompanying each drawing. Only ten of the 
fourteen pituitary glands examined have been illustrated 
by line drawings; the remaining four were technically 
unsuitable for presentation in this manner. 





TABLE IlI-——-RESULT OBTAINED WITH RADIOACTIVE YTTRIUM 
Fig. ae No. of Duration poet Radius of 
no. of **y) pellets of action _ ame ) (mm,) 

10 4-5° 1 28 days ae 5 4 


* This is the absolute activity of the pellet in mC of *°y as 
determined by 47 counting. 


The sections have been chosen to show the result of 
individual implants rather than their combined effect, 
and no attempt has been made to measure the total 
amount of destruction. 

Figs. 1—6 illustrate the necrosis obtained in six cases 
in which grains of radioactive gold (1**Au) screened by 
0-1 mm. of platinum were used. These results are 
summarised in table 1. 


\ 


Fig. SnSinewee rim of surviving cells between capsule of gland and area ‘of necrosis. 


(Haematoxylin and eosin. ~*~ 200.) 
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Figs. 7—9 illustrate the necrosis obtained 
in three cases in which unscreened radio- 
active gold rods 0-8 x 5 mm. were implanted. 
These results are summarised in table 1. 

Fig. 10 shows the necrotic effect of ore 
pellet of radioactive yttrium oxide measurn.,, 
1-3 x 3-95 mm., and the result is given in 
table m1. 

The dose of y irradiation received at the 
periphery of the necrotic area, expressed in 
r, is given in tables t and 1. In six of the 
nine cases the dose lay between 68,000 
and 93,000 y r. In case 2 (with over 
300,000 y r) the irradiation had acted for 
only 31 hours, and many of the cells outside 
the radius of 0-9 mm. would probably have 
died if the patient had lived longer. In 
case 4, on the other hand, the whole of the 
pituitary in the plane illustrated appears 
to have received more than 70,000 y r 
(derived from two sources). The only surviv- 
ing cells in this plane are those adjacent 
to the capsule and surrounding some of 


the blood-vessels (see below). In case 9 the * ae 


dose of y irradiation at the edge of the ¢,; . 
necrotic area appears to have been more 
than 190,000r. The case has been carefully 
reconsidered, but no satisfactory explanation has been 
found for this unusually high value. 

Destruction was incomplete in all fourteen pituitary 
glands examined. One of the four not illustrated con- 
tained surviving tissue in spite of the implantation of 
six grains on three occasions in 7 months, with a total 
activity of more than 30 mC of radon. It is tempting 
to assume that the small remnants of pituitary found in 
some of these cases would not be capable of much func- 
tional activity. This is not necessarily true, for Gomez 
and Turner (1937) have shown that in animals, in the 
presence of cestrogens, pituitary remnants as small as 
2% of the whole gland can continue to cause consider- 
able breast stimulation. There is ample experimental 
evidence that, after incomplete hypophysectomy, the 
injection of cestrogens and progesterone will induce a 
substantial growth reaction in the mammary gland, 
whereas no mammary response can be induced with these 
hormones when hypophysectomy has been proved to be 
total by serial histological éxamination of the operation 
site (Folley 1952). 


Histology 

The histological appearances in the 
necrotic tissue are those of coagulative 
necrosis. The tissue outlines are preserved, 
but cytoplasmic staining is entirely eosino- 
philic, and nuclear staining is lost. Pyknotic 
nuclei are not common and are only seen 
around the periphery of the necrotic area. 
The nuclei usually undergo karyolysis, but a 
minority show karyorrhexis. A few weeks 
after the implant, necrotic cells are still 
clearly defined and the area contains 
numerous phagocytes, but there is no hyper- 
wmia. Later the cell remains are lost and 
phagocytes disappear, but the reticulin 
framework persists almost unchanged for a 
long time. Shrinkage of the necrotic area is 
slight, and fibrosis has not developed even 
after 150 days. Granulation tissue has not 
been seen. 

On several occasions a narrow rim of 
surviving cells has been found in close con- 
tact with the capsule of the gland, between 
it and the main area of necrosis (fig. 11). 
The appearance of this rim is similar to that 
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Fig. 12—Surviving groups of cells around blood-vessels within area of necrosis. 


(Haematoxylin and eosin. 200.) 


described by Russell (1956) after section of the pituitary 
stalk and by Wolman (1956) in pituitary necrosis following 
raised intracranial pressure. The distance between the 
radioactive material and this rim of cells has been found 
to be less than the distance to the edge of the necrotic area 
elsewhere (see figs. 1, 4, 5, and 8). It follows that these 
cells possess a greater resistance to radioactivity than do 
others which have already undergone necrosis from the 
same dose of irradiation. Similar surviving groups of 
cells have been seen surrounding blood-vessels (fig. 12). 
In areas of the pituitary tissue adjacent to necrosis, 
including those described above, chromophobe and 
chromophil cells are present. The latter may have a 
granular cytoplasm, and eosinophils sometimes have 
cytoplasmic vacuoles in addition. There is no evidence, 
however, that one type of cell differs much from another 
in sensitivity to radioactivity. In fig. 13 a section from 
case 10 has been stained to differentiate eosinophil and 
basophil cells ; both types (together with chromophobes) 
can be seen in the surviving rim of tissue. 





Fig. 13—Chromophobe and chromophil celis in surviving rim of tissue. (Phosphotungstic 


acid hematoxylin. 450.) 
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It would be of great value if some estimate could be 
made of the capacity of surviving pituitary tissue to 
regenerate. Mitotic activity has been — in the 
pituitary glands of animals after injury and hormone 
interference, and replacement may be complete if destruc- 
tion be not. too extreme (Cameron 1952). In numerous 
sections of irradiated pituitary glands, ranging from 
slight to almost total destruction, and from 31 hours’ 
to 150 days’ duration, I have not observed any evidence 
of mitosis. 

Possibly the delay between death and fixation of the 
tissue in these cases has allowed the mitotic process to 
complete itself before fixation. This seems an improbable 
explanation in view of the fact that mitotic figures can 
be found in other tissues taken at autopsy. It is more 
likely that the surviving pituitary cells have received 
sufficient irradiation to delay or to prevent their division. 


Conclusions 

In this series of 14 cases, implants of radioactive gold 
(*°8Au) and yttrium (°°Y) did not cause complete necrosis 
of the pituitary. 

A minimum of about 70,000r of y irradiation appears 
to be necessary to cause necrosis in most parts of the 
pituitary gland. 

Cells adjacent to the capsule and those around blood- 
vessels were more resistant to radionecrosis than were 
those elsewhere. 

Chromophobe, eosinophil, and basophil cells appeared 
to be equally susceptible to the necrosing effects of y 
and 8 irradiation. 

On the basis of the absence of mitotic activity in the 
apparently undamaged areas of the pituitary, there was 
no evidence of regeneration. 

I am grateful to Mr. J. D. Fergusson, director of the Insti- 
tute of Urology (University of London), Dr. L. M. Franks, 
Dr. R. C. B. Pugh, and Dr. C. 8. Treip for access to material, 
and to Mr. E. V. Willmott and Mr. J. D. Gilbert for technical 
assistance. Dr. N. R. MacKay has given me valuable advice 
on matters relating to radiotherapy. 
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PHENYLKETONURIA is an inborn error of metabolism 
characterised by a severe degree of mental deficiency, by 
the excretion of phenylpyruvic acid in the urine, and by 
certain bodily features, of which fair hair is the most 
noticeable. 

There are several excellent accounts of the condition 
(Jervis 1937, 1938, Penrose 1946, Cowie 195la and b); so 
only a brief survey will be given here. Of mental 
defectives admitted to institutions about 0-5% suffer 
from the disorder, which is transmitted by a single 
recessive gene. Fundamentally, there is a failure of 
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hydroxylation of phenylalanine to tyrosine in the liver 
(Jervis 1947, 1953, Udenfriend and Bessman 1953, 
Armstrong and Shaw 1955). This results in a high 
plasma concentration of phenylalanine and the presence 
of many abnormal metabolites in the urine, of which 
phenylpyruvic acid is the best known (for biochemical 
review see Dalgliesh 1955). Although the defective 
hydroxylation of phenylalanine to tyrosine may account 
for the deficient pigmentation, it has provided no 
explanation for the other main clinical finding of mental 
deficiency. The intelligence quotient (i.Q.) in these 
patients correlates neither with the level of phenylalanine 
in the blood nor with phenylpyruvic-acid excretion in 
the urine (Borek et al. 1950, Jervis 1950). It has been 
claimed that there is a correlation between the 1.Q. and 
the amount of phenylpyruvic acid in the plasma; but 
this correlation is a positive one, plasma levels of pheny}- 
pyruvic acid increasing with 1.Q., and is probably an 
indication of the state of nutrition (Jervis 1952). Never- 
theless various workers have treated affected children 
with a low-phenylalanine diet for long periods and in 
general have reported some improvement both in intel- 
ligence and in physical condition (Bickel et al. 1953, 
Armstrong and Tyler 1955, Woolf et al. 1955). Armstrong 
and Tyler (1955) conclude that ‘‘ it seems probable that 
unknown and possibly complex factors other than the 
known defect in phenylalanine oxidation operate in 
conjunction with it and contribute to the mental defect.”’ 

Recently, Armstrong and Robinson (1954a and b) have 
offered evidence of abnormal indole metabolism in 
phenylketonuria, demonstrating the presence of indole- 
lactic acid (1.L.A.) in the urine of affected patients. They 
also claimed, from paper-chromatographic studies, that 
there was a decreased urinary excretion of 5-hydroxy- 
indoleacetic acid (5-H.1.4.A.) in some of their patients. 
Their findings were confirmed by Ferrari and _ his 
colleagues (1955). 

5-H.1.4.A. is known to be a metabolite of 5-hydroxy- 
tryptamine (5-H.T., serotonin, enteramine) (Titus and 
Udenfriend 1954, Erspamer 1955), which is normally 
present in the central nervous system and may be 
functionally impaqrtant. It therefore occurred to one of 
us (M. 8.) that a quantitative examination of the 5-n.t. 
pathway in phenylketonurics might demonstrate a failure 
of hydroxylation of tryptophan similar to that of phenyl- 
alanine. This anomaly, if present, might throw some 
light on the nature of the mental defect, hitherto 
unexplained. 

Methods 

Serum 5-H.T.—The use of platelet-rich plasma provides 
a more accurate measure of the amount of 5-H.T. in blood 
than does serum (Hardisty and Stacey 1955), but for 
reasons of convenience it was necessary to use serum 
for our investigations. When blood clots, part of the 5-H.T. 
liberated from platelets passes into the red cells (Stacey 
1956) and the amount lost in this way depends on the 
conditions during clotting (Sharman and Sullivan 1956). 
These must therefore be standardised. In the estimations 
reported here, venous blood was allowed to stand in an 
incubator at 37°C for an hour without being disturbed 
and serum was then separated by centrifugation. 5-H.T. 
was extracted using 95% acetone and assayed on the 
rat uterus. In order to test for the presence of other 
smooth muscle contracting substances a specific antagonist 
was applied to the uterus. Brom-lysergic acid diethyl- 
amide (brom-L.s.D.) in a concentration of 50 ng. per ml. 
was found preferable to lysergic acid diethylamide as it 
caused less spontaneous activity in the uterus. 

Urinary 5-H.I.A.A. excretion was measured by the 
method of Udenfriend et al. (1955) and expressed as mg. 
per g. creatinine. Creatinine was measured by a Lloyd’s 
reagent adsorption method (Hare 1950). The ferric- 
chloride test (Félling 1934) was used to detect phenyl- 
pyruvic acid in the urine and paper chromatographic 
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studies of urinary indoles were carried out by the method 
of Jepson (1955). 

The intelligence tests used (kindly carried out by 
Mrs. L. Mundy, m.sc., and Miss M. Woodward, PH.D.) 
were the Stanford-Binet (Terman-Merrill revision), the 
Merrill-Palmer, and the Vineland Social Maturity scale. 


Results 

Four groups of children were investigated : 

Group 1.—Twelve normal children, 3-12 years of age, living 
at home. We thought it unjustifiable to take venous blood 
samples from them, so that in this group only 5-H.1.A.a. 
excretion has been determined. 

Group 2.—Fifteen children admitted to hospital from a 
tonsillectomy waiting-list and awaiting operation. 

Group 3.—Ten phenylketonurics (table 1 (a)), all of whom 
had a positive ferric-chloride test and had chromatographic 
evidence of 1.1.4. in the urine. 

Group 4.—Nine mentally defective children, without phenyl- 
ketonuria, living in the same hospital as the phenylketonurics 
(table 1 (0)). 

All the mentally defective children had been in hospital 
for at least 12 months and were in a good state of health 
and nutrition. 

The means of the urine and blood estimations are 
summarised in table 1 together with results from normal 
adults. There is a conspicuous difference between the 
means of the different groups. The phenylketonurics 
show significantly lower values than all others both with 
respect to serum 5-H.T. (P < 0-01) and urine 5-H.1.A.A. 
(ep <— 0-02). The difference between the serum 5-H.7. of 
the phenylketonurics and the other mental defectives is 
particularly striking; only one phenylketonuric had a 
serum-5-H.T. above 100 ng. per ml. and only one of the 
other mental defectives was below this. Similarly, 
5-.1.4.A. levels overlapped in only two patients. 

One cause of a low level of 5-H.7T. in blood and serum 
is thrombocytopenia (Bigelow 1953, Hardisty and Stacey 
1957). There is no evidence that this is commor in 
phenylketonuria ; platelet-counts in patients no. 13 and 
18 were within normal limits (378,000 and 500,000 per 
cmm. respectively). 

No correlation was found between the 1.Q. of patients 
with phenylketonuria and their serum-5-H.T. and 5-0.1.4.A. 
excretion. 

The 5-H.1.a.a. excretion of children awaiting tonsil- 
lectomy was considerably higher than that of normal 
children at home. This has not yet been further 
investigated. 

Some of the non-phenylketonuric mentally defective 
children had surprisingly high serum-5-H.T. When these 


TABLE I TO ILLUSTRATE CLINICAL FEATURES, SERUM-5- 
HYDROXYTRYPTAMINE (5-H.T.) LEVELS, AND URINARY 
5-HYDROXYINDOLEACETI ACID (5-H.1.A.A.) EXCRETION IN 
PHENYLKETONURICS AND MENTAL-DEFECTIVE CONTROLS 


Urinary 
I. Serum-5-H.7T. S-HAILA.A. 
No. | Sex) Age Weight (%) (ng. per ml.) (me. per g. 
creatinine) 
(a) Phenylketonuria 
1 KF 27 Tat. Sib 7 8 2°2 
3 M 8 3st. 9 1b 13 66 3-5 
9 KF 25 5 st. > lb 6 72 $0 
10 M 6 3st. O lb. $1 18 35 
11 M 17 7 st. O lb. 13 64 2-8 
12 Ms 13 5 st. 13 Ib 10 120 ‘ 
13 M 8 fst. 4 Ib. 30 76 3-6 
15 F 5 2st. 3 Ib. 18 64 2-9 
18 F 11 3st. 7 Ib. 10 30 2:7 
19 EF 6 3st. 8 Ib 53 1-6 
(b) Mental defective controls 
2 M 12 fst. 5 Ib. 14 134 4-7 
4 M 12 4st. 4ib. “Idiot” 270 1-6 
) M 13 9st. 6 Ib. 21 77 1-9 
6 M 8 4st. 8 Ib. 12 259 6-2 
7 M 7 3 et. 7 Ib. 25 146 5-2 
8 M 13 4 st. 11 Ib. 27 444 55 
14 F 5 3st. O Tb. 44 608 6-0 
16 M oo) 3st. 5 1b. | “Idiot” 252 8-0 
17 F ’ 2 st. 11 Ib. 42 240 52 
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TABLE II—SUMMARISING MEAN VALUES AND STANDARD ERRORS 
OF THE MEAN (S.E.M.) OF SERUM-5-H.T. AND URINE-5-H.1.A.A. 
IN PHENYLKETONURIC AND CONTROL GROUPS 


Urine- 
Serum-5-H.T. 5-H.1.A.A. 

Group —. : —, 
(ng. per ml.) (mg. per g. 
creatinine) 
I Normal children (12 subjects). . oP 66 +09 

Il Children awaiting tonsillectomy 

(15 cases) e* - ore 124 14 11°6 1:3 
III Phenylketonurics * (9 cases) .. 57 11 2-9 0-2 
Iv Other mental defectives (9 cases) 270 51 9 0-7 
Normal adults ‘ i Ay 99 16 44+ 0°55 


* The phenylketonuric group includes two patients in whom either 
5-H.T. or 5-H.1.A.A. estimations alone were performed. 


were repeated after an interval of 6 months substantially 
similar results were found in each case. In some of the 
sera in both groups of mentally defective children traces 
of another smooth muscle contracting substance, not 
antagonised by brom-L.s.D., was found. The amount 
of this other substance was in all cases small and cannot 
be the sole cause for high 5-H.T. figures as in some of the 
sera with high values (e.g., no. 14) all activity was 
antagonised by brom-t.s.pD. 


Discussion 


Tryptophan has been demonstrated by isotopic studies 
with !4C-labelled compounds to be the precursor of 5-H.T. 
(Udenfriend et al. 1956a). It is presumably hydroxylated 
to 5-hydroxytryptophan (5-n.T.P.) (Smith et al. 1957), 
decarboxylated to 5-n.7. (Clark et al. 1954), and metabo- 
lised by monoamine oxidase to be excreted in the urine 
as 5-H.1.A.A. (Blaschko 1952, Sjoerdsma et al. 1955). The 
finding of a low serum-5-H.T. and a diminished 5-H.1.A.A. 
excretion in patients with phenylketonuria is compatible 
with the view that there is in these patients a disturbance 
in tryptophan metabolism which results in a diminished 
production of 5-n.t. During the past few years evidence 
has accumulated that 5-4.7. plays an important part in 
the central nervous system. It has been shown, for 
example, that the ability to synthesise 5-n.1. from its 
immediate precursor, 5-H.T.P., aud to store it occurs in 
particular regions of the grey matter (Amin et al. 
1954, Gaddum and Giarman 1956); further, Feldberg and 
Sherwood (1954) in animal experiments, have described 
characteristic changes in behaviour following the injection 
of 5-11.1. into the cerebral ventricles. In view of this it 
seems possible that impaired 5-H.T. synthesis may con- 
tribute to the causation of mental deficiency in patients 
with phenylketonuria. 

Two lines for further investigation suggest themselves. 
The administration of 5-H.T. is unlikely to benefit these 
patients, because it is rapidly destroyed in the circulation 
and because it does not easily pass the blood-brain barrier 
(Bogdanski et al. 1956). If phenylketonurics have an 
impaired capacity to hydroxylate tryptophan, as seems 
likely, the administration of 5-H.T.P. might overcome this 
deficiency. Moreover, 5-H.1T.P. readily passes the blood- 
brain barrier and in animal experiments has been shown 
to raise brain-5 H.T. concentration (Udenfriend et al. 
1956b). 

In the second place it has been observed that the 
mental condition of some patients with phenylketonuria 
improves on a low phenylalanine diet (Bickel et al. 1953, 
Armstrong and Tyler 1955, Woolf et al. 1955). Could 
such a diet improve 5-H.T. synthesis ? Any answer must 
at the moment be guess-work; but if phenylalanine 
competes with tryptophan for hydroxylation, a reduction 
in blood-phenylalanine would favour hydroxylation of 
tryptophan and result in a raised serum 5-H.T. level and 
raised 5-H.1.4.A. excretion. We are pursuing both these 
lines of investigation. 
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Summary 

The levels of 5-hydroxytryptamine in the serum and of 
5-hydroxyindoleacetie acid in the urine were assayed in 
children with phenylketonuria and in controls. Abnorm- 
ally low levels of both were found in the phenylketonuric 
group. The relation of these findings to the mental 
deficiency in phenylketonuria is discussed. 

We are indebted to Dr. L. T. Hilliard and Dr. B. H. Kirman 
of the Fountain Hospital, for the facilities which they gave us. 
We are grateful to Dr. D. N. Baron for his constructive 
criticism. We should like to thank Miss Joan Wise, B.sc., for 
technical assistance and the Royal Free Hospital Endowment 
Fund for defraying her salary and for apparatus. Messrs. 
Roche Products kindly supplied 5-hydroxytryptamine. 
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DEFECTIVE ORGANIC BINDING OF 
IODINE BY THE THYROID IN 
HASHIMOTO’S THYROIDITIS 


M. E. Moraans 
M.B. Lond., M.R.C.P. 
W. R. Trorrer 
D.M. Oxfd, M.R.C.P. 


Medical Unit, University College Hospital Medical 
School, London 


In normal circumstances labelled iodide is rapidly 
bound by the thyroid gland and incorporated in organic 
compounds. If the formation of hormone is interfered 
with, as it is when a person is given an anti-thyroid 
drug of the thiouracil series, much of the labelled material 
remains concentrated within the thyroid in the form of 
inorganic iodide. Stanley and / Astwood ( (1948) showed 
that this state of affairs could be easily demonstrated 
by administering a large dose of thiocyanate. When 
the person was under the influence of an anti-thyroid 
drug, thiocyanate caused most of the labelled iodine 
to be discharged from the thyroid into the general 
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circulation. In untreated subjects labelled iodine was 
not discharged by thiocyanate, but no more was taken up. 

A similar technique has been used to show that the 
action of other drugs, such as p-aminosalicylic acid 
(Edwards et al. 1954) and phenylbutazone (Morgans 
and Trotter 1955), on the thyroid gland is similar to 
that of thiouracil. In these studies the place of thio- 
cyanate was taken by perchlorate, which has a similar 
though more potent effect (Stanbury and Wyngaarden 
1952). 

It is possible that anti-thyroid substances known to 
be present in some foodstuffs may be a contributory 
cause of simple goitre (Astwood 1949, Clements and 
Wishart 1956). If so, it might be expected that the 
technique of Stanley and Astwood (1948) would reveal 
defective organic binding of iodine in some patients with 
this condition. 

During the past few years we have investigated some 
cases of simple goitre in this way. With a single exception 
(see below) these cases of simple goitre have reacted in 
an entirely normal fashion; perchlorate has failed to 
discharge any of the radio-iodine taken up by the thyroid, 
and hence it can be assumed that organic binding of 
iodine was proceeding normally. But, when the investiga- 
tion was extended to include cases of Hashimoto’s 
thyroiditis (lymphadenoid goitre), it was found that the 
administration of perchlorate was often followed by a 
considerable loss of radio-iodine from the thyroid. 


Clinical Material 
12 patients believed to have Hashimoto’s thyroiditis 
were studied. 6 of them had undergone thyroidectomy, 
and histological sections showed the typical appearances 
of Hashimoto’s thyroiditis. 4 of the remainder had 
positive serum-flocculation tests and raised serum- 
gamma-globulin levels (Fromm et al. 1953, Skillern et al. 


1956, Luxton and Cooke 1956); and in 2 of these the 
diagnosis was further confirmed by a precipitin reaction 


against thyroglobulin (Roitt et al. 1956). Of the remain- 
ing 2 patients one had clear signs of myxedema with a 
small firm diffuse goitre; the other presented with a 
fairly large firm diffuse goitre, which disappeared after 
X-ray therapy with the simultaneous development of 
symptoms of myxedema. Serum has not yet been 
obtained from these 2 cases for confirmatory tests. 

The 26 cases classed as simple goitre included both 
those with diffuse and those with nodular glands, 
thyroid function being normal in all cases. 


Method 

The patients came for their tests at least five hours 
after the last meal. 20-40 uC doses of radio-iodine 1] 
were given by mouth, and counts were made simul- 
taneously over the thyroid and thigh regions with a 
standard Geiger counter at fifty and sixty minutes after 
the dose. Immediately after the sixty-minute count 
the patients drank a solution of potassium perchlorate 
containing either 200 mg. or 400 mg. with 25 or 50 ml. 
of water respectively. The counting-rate opposite the 
neck and thigh was measured at ten, twenty, thirty, 
and forty minutes after the administration of perchlorate. 

In calculating the results half the thigh count was 
subtracted from the neck count, because previous 
experience with subjects in whom tlie thyroid was absent 
or temporarily out of action showed that, with the 
particular geometrical arrangement of counters used by 
us, the extrathyroid radioactivity in the neck amounts 
to about half the thigh count. This gives an approximate 
estimate of the radioactivity in the thyroid gland. The 
values thus calculated for thyroid radioactivity at ten, 
twenty, thirty, and forty minutes were then expressed 
as a percentage of the thyroid radioactivity present 
immediately before the perchlorate was given. 
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EFFECT OF PERCHLORATE ON THYROID RADIOACTIVITY 


Thyroid count as perce ntage of initial 
value (mean and 8. 


mg.) 





Dose of per- 


Diagnosis r) rs Interval after perchlorate (min.) 
A Ss 10 20 30 40 
Healthy 7 200 116(413) 117¢ 12) 114(4+7) 113(+2) 
Thyrotoxicosis 5 200 116(+3) 119( 46) 120(48) 115(+4) 
Simple goitre 19 200 124(+44) 126(43) 124(44) 128(+5) 
Hashimoto’s 5 | 200 99( +1) 85( +7) 82(4+10) 74(+413) 
_ thyroiditis 
Simple goitre 7 400 111(48) 211(48) 109(47) 114(+7) 
Hashimoto’s 7 |400) 80(+7) 65( +15) 57(+10) 43(+9) 
thyroiditis 
The thyroid count has been expressed as a percentage of the 


thyroid count immediately before perchlorate was given—i.e. 
the count at 1 hour after the tracer dose of radio-iodine. 


Results 


In the earlier cases in this series the dose of potassium 
perchlorate was 200 mg. We later suspected that this 
dose might not be sufficient to give the maximal response, 
and therefore we doubled it. Although this suspicion was 
never proved, it is worth noting that the mean values 
of the relative 



















thyroid count << 
from the cases 
ofsimple goitre uw 120F Simple goitre 4 
were lower in <~ 
thegroup given “® 100 E 
400 mg. than » 8 
in the group ©. Nez 
given 200 re SS BO} himota’s thyrg; : 
at all time- O8§ ditis 
intervals after SS 60+ J 
the adminis- & se 
tration of per- =~ 
chlorate (see ~ 40F 7 
table). The 
same is true of 20. . - 4 - 

0 10 20 30 40 


the cases of 
Hashimoto's 
thyroiditis 
when they 
are subdivided 
according to the dose of perchlorate. In _ neither 
case, however, is there a significant difference between 
the mean values obtained with the two doses. There 
would therefore be formal justification for assuming 
that the dose of perchlorate given was immaterial and 
for using the combined results from both doses in a 
comparison of the responses of patients with simple 
goitre and of patients with Hashimoto’s thyroiditis. 
It is, however, possible that the higher dose was really 
more effective, but that the significance of the effect 
was obscured by the high variance and small numbers in 
the groups. In 
view of this 
possibility we 
thought that 
| it would be 
prudent to 
consider the 
results with 
the two doses 
+ separately. 
Figs. 1 and 
2 and the 
table show 
that in normal 


MINUTES AFTER PERCHLORATE 


Fig. |1—Mean values of thyroid counting-rate at 
intervals after administration of potassium 
perchlorate 200 mg. 
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tno the eed quantings: rate tends to rise 
slightly during the first ten minutes and then remains level. 
The initial rise represents the continued fixation of radio- 
iodine before the perchlorate reaches the thyroid in 
adequate quantities. Thereafter, the iodide-concentrating 
mechanism being out of action, the thyroid can no longer 
bind appreciable quantities of radio-iodine, so the thyroid 
count remains 
steady. The 
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measure of the Fig. 3—Frequency distribution of thyroid counting- 
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ganic binding perchlorate : hatched squares indicate cases of 
of iodine. histologically proved Hashimoto's thyroiditis. 
These values 

are shown in figs. 3 and 4 as histograms for 
each of the groups studied. With only 1 exception, 
all the subjects with normal, goitrous, or thyrotoxic 
thyroids, who were given 200 mg. of perchlorate, retained 
96°, or more of the radio-iodine in their glands. There 
was therefore no detectable quantity of free radio- 
active iodide present in the thyroid and organic binding 
is assumed to be complete. 

This conclusion does not apply, however, to one 
patient with simple goitre, who retained only 78% 
of the radio-iodine in her thyroid. She had what appeared 
to be an ordinary nodular goitre, with typical histo- 
logical appearances and no excess of lymphoid tissue. 
T he perchlorate test was repeated after the operation, 
with almost identical results. The patient is, however, 
remarkable in that her mother and all her four siblings 
also have 
goitres. Of 
3 + these, only one 
: 4 | sister has so 

ii a a | far been inves- 

Hashimoto's thyroiditis tigated; her 

response to 

] perchlorate 

. 4 was quite 
Pott ort. 
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Fig. 4—As fig. 3 after 400 mg. of tassium ahi 
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perchlorate. 

had been given 

200 mg. of perchlorate all retained less than 94% of the 
radio-iodine initially present in the thyroid. The mean value 
for the percentage retained at forty minutes is signifi- 
cantly different from the mean value for the groups 
with normal, goitrous, or thyrotoxic thyroids (P< 0-005). 
When 400 mg. of perchlorate was given, all the 7 
patients with simple goitre retained 90% or more of the 
radio-iodine initially present in the thyroid. In contrast, 
all the 7 with Hashimoto’s thyroiditis retained less than 
80% (fig. 4). As we have no proof that 400 mg. of per- 
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chlorate was 80 
more effective * 
than 200 mg, 
it may well 
be that this 
sharp differ- 
entiation 
between the 
two groups 
was fortuit- 
ous, and 
that over- 
lap would 
become 
apparent if 
more cases 
were studied. e 

As there 
was neces- 
sarily some 
doubt about 
the diagnosis 
in those cases 
in which thy- 
roidectomy 
was not performed, it is necessary to consider the 
histologically proven cases of Hashimoto’s thyroiditis 
separately. The mean relative thyroid counting-rate. at 
forty minutes for this group differs significantly from the 
mean value for the combined cases of simple goitre (P 
<0-001). 
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Fig. 5—Relati b 24-hour uptake of radio- 
iodine by thyroid gland and proportion retained 
in thyroid gland 40 min. after perchlorate in 6 
cases of Hashimoto's thyroiditis in which both 
tests were made. 








Discussion 


When perchlorate was given to patients with Hashi- 
moto’s thyroiditis, labelled iodine tended to leave the 
thyroid. This is taken to mean that the portion dis- 
charged by perchlorate was in the form of inorganic 
iodide. Hence organic binding of iodine was still incom- 
plete at one hour after a tracer dose of radio-iodine. 
There was nothing to suggest that these patients had 
been consuming anti-thyroid substances, or iodides, 
in their food or as drugs. It seems equally unlikely 
that they had a congenital enzyme defect, such as 
Stanbury and Hedge (1950) postulated for their goitrous 
cretins, since Hashimoto’s thyroiditis usually starts 
in middle age. 

A possible explanation of the defective binding of 
iodine is provided by recent evidence (Roitt et al. 1956, 
Rose and Witebsky 1956) which suggests that Hashi- 
moto’s thyroiditis is the result of an auto-immune 
response to thyroglobulin. This interesting hypothesis 
will require further confirmation, and there is at present 
no indication of the anatomical site at which the presumed 
antigen-antibody reaction occurs. A plausible guess 
might be that thyroglobulin_is formed within the epi- 
thelial cells of the thyroid, and that the antibody might 
unite with it soon after its formation. If thyroglobulin 
were incompletely iodinated at this stage, it is possible 
to conceive that the antibody might actually cover up 
some of the available tyrosine radicles and so prevent 
the first stage of hormone formation. This would result 
in defective organic binding of iodine and so allow 
inorganic iodide to accumulate in the thyroid. This 
suggestion is put forward as a possible way of bringing 
together our observations and recent immunological 
work; but, as it is based on no more than guesswork, 
its only function is to serve as a pointer to further 
investigations. 

The existence of a partial block to iodination helps 
to explain the very varied results obtained in studies 
of twenty-four-hour uptake of radio-iodine in patients 
with Hashimoto’s thyroiditis. These may be low, normal, 
or high. The histological evidence suggests that the 
thyroid in this condition is under strong stimulation 
by the pituitary. The combination of various degrees 
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of iodination defect, with attempted compensation by 
the pituitary, would go some way to explain these 
diverse results. The degree of iodination defect appears 
to be correlated with the twenty-four-hour uptake of 
radio-iodine (fig. 5). 

We have found the perchlorate test of some practical 
use in diagnosis, although it will not necessarily differ- 
entiate all cases of Hashimoto’s thyroiditis from other 
types of goitre; and there may be exceptional cases 
of simple goitre which do show some discharge after 
perchlorate. Our experience with the precipitin test 
of Roitt et al. (1956) is that it is usually but not invariably 
positive in Hashimoto’s thyroiditis. The flocculation 
tests are also useful but less specific. We feel that a 
combination of all three tests—perchlorate, precipitin, 
and flocculation—will give a high degree of diagnostic 
accuracy and thus obviate the need for biopsy in most 
cases. 

Summary 

When potassium perchlorate is given to normal 
subjects one hour after a tracer dose of radio-iodine, 
the thyroid counting-rate rises slightly and then remains 
constant. This is taken to mean that, by this time, 
almost all the labelled iodine in the thyroid gland is 
organically bound. 

25 patients with simple goitre reacted in the same way. 
1 patient with simple goitre and an exceptionally strong 
family history of goitre showed some discharge of thyroid 
radioactivity after the administration of perchlorate. 

In 12 cases of Hashimoto’s thyroiditis there was a 
significant tendency for thyroid radioactivity to be 
discharged after the administration of perchlorate. 
These observations are taken to mean that an appreciable 
proportion of the administered radio-iodine was still 
present in the thyroid in the form of iodide at the time 
the perchlorate was given. This is presumptive evidence 
of a partial defect in the organic binding of iodine by the 
thyroid in Hashimoto’s thyroiditis. 

One of us (W. R. T.) is in receipt of a grant from the Sir 
Halley Stewart Trust. 
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... In a competitive society like ours, almost every 
formative influence to which we are subjected from the 
cradle to the grave conspires to persuade us to seek worldly 
success and to avoid failure, to be proud of achievement and 
to be ashamed of defeat or weakness. ... But these utilitarian 
standards by which we are being measured are sub-personal 
standards. The only emotions they encourage in us are 
variations on the themes of fear and ambition, both of which 
make it almost impossible for us either to give or to accept 
the inner freedom and self-possession that go with emotional 
maturity. . . . The instability of modern marriage is not 
an isolated phenomenon that can be explained and remedied 
by attention to local conditions or individual cases. It is 
one of many social disorders stemming from a single cause, 
namely, the determination of modern man to make material 
prosperity the chief aim of his life. I see no hope of man 
being able to liberate himself from this énslavement to the 
economic machinery he has invented until he sees clearly, and 
with conviction derived from his own -personal experience, 
that the price he is paying for his aim is a deterioration of 
his spiritual integrity, emotional maturity and happiness.’’— 
Peter FLETCHER in Marriage and the Community (published 
by the British Social Biology Council, Tavistock House 
South, Tavistock Square, London, W.C.1, at 1s. 6d.). 
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IN comparing hypnotic agents in man two major 
difficulties are encountered: (1) standardisation of the 
environmental conditions, and (2) measurement of the 
depth of sleep induced. In the present study the first 
difficulty was overcome by using as subjects normal 
medical students rather than hospital patients, and by 
conducting the tests in their own homes. The depth of 
sleep was measured by a new method which is simple 
and objective. 

Principle of the Method 

Just before retiring to bed, the subject swallowed 
special capsules of the drug under test, emptied his 
bladder, and drank a large volume of water. Because 
of this ‘‘ water load,’’ much urine was secreted during 
sleep, and the subject was sooner or later roused by the 
discomfort of his full bladder. Rising to micturate, he 
noted the duration of sleep and the volume of urine 
passed. When, because of the action of a hypnotic drug, 
sleep was deeper than usual, waking was delayed and 
a larger volume of urine was voided on waking. Both 
the duration of sleep and the volume of urine passed on 
waking were taken into account in assessing the average 
depth of sleep during the night. This was represented 
by the equation : 

D log t log v 
where D was the mean depth of sleep, t the time in 
minutes from retiring to first waking, and v the volume 
of urine in millilitres passed of first waking. The use 
of this expression is discussed below. Comparison of 
the values for log t log v after taking various hypnotic 
drugs gave a measure of their relative hypnotic potency. 
. Experimental Details 
Design of the Experiment 

The subjects were healthy male medical students. 
Each man volunteered to take part in four tests at 
intervals of a week. He was asked to perform a test 
on the same night each week after an evening spent 
at home. In each test unknown capsules were taken on 
retiring, and at the same time a water load was drunk. 
The capsules, which were tasteless and indistinguishable 
in appearance, comprised : 

(i) Inert capsules. 

(ii) and (iii) A standard with which the new drug was to be 
compared—e.g., pentobarbitone in two doses. 

(iv) The drug to be evaluated. 


The method of interpreting the data is considered here ; 
the findings with glutethimide are presented in the 
accompanying article. 


Measurement of the Depth of Sleep. 

A method of representing the depth of sleep was 
sought which would remain uninfluenced by unavoid- 
able differences in the rate of urine-flow in different 
tests. To test the suitability of the parameter 
D log t x log v, 91 students drank a water load and 
took inert capsules on retiring to bed. They recorded 
the duration of sleep and the volume of urine passed on 
waking. The value of log t x log v from each test was 
plotted against the corresponding value of t (fig. 1) 
and of v (fig. 2). When t was less than 200, log t x log v 


was low but increased as t increased. When t was 
greater than 200, log t x log v tended to increase only 
slightly with v, but the two measures were nearly 


independent of one another. 
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The inter- 
pretation of BF ° 4 
these results ° 
is that, in 
general, high 
waking- 
volumes of 
urine were 
associated 
with short 
sleeping- F. 
times, and 4+? 4 
vice versa. ° 
The value of 
log t x log v 
gave areason- 
able estimate 
of the mean 
depth of sleep 
which was independent of the rate of urine-flow, provided 
that sleep lasted for more than three hours. ’ 

When sleep was short it was usually light, and low 
values of log t x log v were to be expected with low 
values of t. But this expression gave unduly low values 
when the rate of urine-flow was high. 

Suppose, for example, that the subjsct slept for sixty 
minutes and that the waking-volume oi urine was 500 ml. 
The high rate of urine-flow represents a strong waking stimulus, 
and indicates moderately deep sleep. We have : 


log t x logv 


1 rn 1 1 1 

100 200 300 400 500 600 
SLEEPING-TIME (t)(min.) 

Fig. |\—Values of log t x log v plotted against the 
di | ing time. 














corresp I 4 Pp 


t 60 log t 1:78 
Vv 500 log v 2-70 
log t x log v 4-81 


which is an erroneously low estimate of the depth of sleep. 


Such high rates of urine-flow were not aimed at in 
this test, and a correction was required when they 
occurred. It was decided to reject from the experiment 
records in which the waking stimulus was ‘“‘ excessive,”’ 
defined as one which resulted in the subjects’ waking 
less than sixty minutes after retiring, when the mean 
rate of urine-flow exceeded 5 ml. per minute. Such 
records were unsuitable also because one hour might 
not be sufficient time for a hypnotic drug, taken on 
retiring, to exert its full effect. 

Difficulties might also be introduced from an unduly 
low rate of urine-flow. 

Suppose that a subject slept for eight hours and passed 400 ml. 
of urine on waking. We have : 


t = 480 log t = 2-68 
Vv 400 log v = 2-60 
log t x log v = 6-97. 


This value is higher than the average for log t x log v, yet 
such a result is consistent with lighter than average sleep. 
But the same figures might have been obtained after deep 
sleep, since the subject would waken after eight hours. 


As the effect of a low rate of urine-flow is to obscure 
differences between light and deep sleep, it was desirable 
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Fig. 2—Values of log t x log v plotted against the corresponding volume 
of urine on waking. 
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to exclude from the experiment records in which the 
stimulus was *‘ inadequate,’’ defined as one which resulted 
in sleep lasting for more than seven hours, and’in which 
the subject passed less than 400 ml. of urine on waking. 
These figures were based on an experiment in which 
20 students recorded the duration of sleep and the volume 
of urine on waking after an ordinary night’s sleep when 
no water load had been taken. In 18 students, sleep 
lasted for more than seven hours, and in 15 of these 
the volume of urine on waking was less than 400 ml. 

Provided that unsuitable records were rejected, it 
was considered that log t x log v gave a reasonable 
estimate of the depth of sleep. 


Choice of a Suitable Water Load 

Preliminary studies suggested that 500 ml. taken 
immediately before retiring was a suitable water load. 
This volume was used at first in the main experiment, 
but almost a third of all records had to be rejected because 
the waking stimulus was ‘‘ inadequate ”’ as defined above 
(table 1). During the remainder of the experiment a 
larger water load was used—500 ml. an hour before 
bedtime and another 500 ml. at bedtime. This proved 
more suitable, but several records had to be rejected 
because the waking stimulus was ‘excessive’? as 
defined above. 

It was necessary to determine whether altering the 
water load during the experiment affected the values of 
log t x log v. Table 11 shows that the values obtained 
after hypnotic drugs were the same with both water 
loads. After inert tablets, the values were lower with 


TABLE I—INFLUENCE OF THE MAGNITUDE OF THE WATER LOAD 
ON THE RATE OF URINE FLOW 
‘inadequate ’’’ and 
text) 


(For definitions of ‘excessive ’’ see 


Water load Adequate Inadequate Excessive 


500 ml. once... é: 85 49 5 
500 ml. twice .. eu 133 10 17 


the high than they were with the low water loads. This 
was because, with the higher water load, the subject 
often awoke in the second hour after retiring, when 
values of log t x log v were low. 

Because of the cross-over design of the experiment, 
changing the water load during it did not invalidate 
comparisons between drugs. In future experiments, 
however, other water loads should be tried. It seems 
unwise to give water an hour before retiring. 

Effect of Drugs on Water Diuresis 

To make sure that the drugs tested did not themselves 
influence water diuresis, an experiment was undertaken : 

12 convalescent hospital patients each drank 500 mil. 
of water and swallowed the active or placebo capsules used 
in this study. The course of the diuresis was followed at 
half-hour intervals for three hours. No alteration in the 
pattern of diuresis attributable to the drugs was detected. 
The results however varied widely, both between subjects 
and between drugs. To be certain that the hypnotic drugs 
had no antidiuretic effect, these studies would have to be 
made on a much larger scale. 


Previously glutethimide had been shown to have no 
such effect (Gross 1956), and pentobarbitone has not 
been shown to affect diuresis except in large doses in 
dogs (de Bodo and Prescott 1945). 


Statistical Considerations 

It was decided to obtain four values of log t x log v 
for each subject in the experiment, one value correspond- 
ing to each of the four sets of capsules. If for any reason 
one record from any subject had to be rejected, then the 
other results from that subject could not be used in the 
analysis. Our experience suggests that valid results 
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TABLE II—INFLUENCE OF THE WATER LOAD ON THE MEAN 
VALUE OF LOG t X LOG V AFTER THE VARIOUS DRUGS 
(Records classed as “‘ inadequate *’ or ‘‘ excessive ’’’ are not 


included) 
. log t x log v 
Drug Water ved . ab 
load aie Mean Standard 
. value error 
Control . os 500 ml. once 31 6-69 0-15 
500 ml. twice 35 6°26 0-16 
Pentobarbitone gr. 1'/, 500 ml. once 23 7:04 0-18 
500 ml. twice 42 7°06 0-16 
Pentobarbitone gr. 3 .. 500 ml. once 20 7:34 0-18 
Glhutethimide 500 mg. . . 500 mg. once 25 6-88 0-18 
500 ml. twice 45 6-96 0-14 


could probably be obtained if 20 subjects entered the 
experiment. 

The results were examined by a two-way analysis 
of variance. This showed that variation between subjects 
contributed more to the total variance than did variation 
between drugs. Values could be ebtained for the prob- 
ability of the significance of observed differences between 
the active drugs and the placebo, and between the 
different active drugs. 


Discussion 


This method of evaluating hypnotic drugs assumes 
that they increase the resistance of the sleeping brain 
to arousal stimuli from the filling bladder. Ne assumption 
need be made about the site or mechanism of such an 
action. The expressions ‘‘ mean depth of sleep’’ and 
‘‘ resistance to waking impulses’’ are used because they 
are convenient in the context of this experiment. It 
is not claimed that those terms have true physiological 
meaning. 

Several other methods have been used for the quantita- 
tive evaluation of hypnotic agents in man. Many of 
these depend in part on the patient’s own report of 
the duration and quality of sleep (Lasagna 1954, Foltz 
et al. 1955, Rushbrooke et al. 1956) or on the reports 
of nurses or technicians (Lasagna 1954). In another 
method the doses which produced comparable degrees 
of depression of the central nervous system (Foltz 
et al. 1955) were determined for different hypnotic 
drugs. Electro-encephalographic studies of sleep after 
hypnotic drugs have also been made (Ladwig 1955) 
but these are of limited application. No one method 
used alone can give a satisfactory objective measure- 
ment of the hypnotic properties of drugs. 

The following advantages are claimed for the method 
proposed here : 

1. Normal healthy subjects are used. 

2. The tests are performed in the subjects’ own homes. 

3. Repeated tests with different drugs or different doses 
are performed on the same subjects ; and a cross-over experi- 
mental design can be used in which the subjects act as their 
own controls. 

4. No elaborate apparatus and no observers are needed. 

5. The method of measuring the depth of sleep is objective 
and free from bias, and observer error is slight. 

6. Only physiological stimuli are employed. 

7. Statistically valid results can be obtained with relatively 
few subjects. 

The method has the following disadvantages : 


1. It is not used in patients who actually require hypnotic 
drugs. 

2. It gives no information about the time of onset of the 
drug’s action or its duration of action. 

3. It gives no information about side-effects or after- 
effects. 

4. It can provide only comparative information against 
drugs of known potency. 

5. It assumes that the drugs tested have no action on the 
bladder or on water diuresis, 
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Some of the disadvantages are common to other 
methods of evaluating hypnotic drugs. 

This method can be applied in the evaluation of new 
hypnotic drugs, and in measuring the hypnotic side- 
effects of drugs such as anti-histamines, provided that 
an effect of the drug on water diuresis or on the bladder 
can be excluded. 


Summary 


A method is described for the evaluation of hypnotic 
drugs in man. The method depends on determining 
the resistance of the sleeping subject to waking impulses 
from the filling bladder. Before retiring, and at the 
time of taking the drug under test, the subject drinks 
a large volume of water. On waking he records the 
duration of sleep (t minutes) and the volume of urine 
passed on waking (v ml.). It is shown that the expression 
log t X log v can then be used as an empirical measure 
of the mean depth of sleep, and thus of the relative 
potency of hypnotic drugs. 
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HYPNOTIC EFFECT OF GLUTETHIMIDE 
IN NORMAL HUMAN SUBJECTS 
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M.B. Glasg., F.R.F.P.S. 

CIBA RESEARCH FELLOW IN CLINICAL PHARMACOLOGY, 
DEPARTMENT OF MATERIA MEDICA AND THERAPEUTICS, 
UNIVERSITY OF GLASGOW 

GLUTETHIMIDE (a-phenyl a-ethylglutarimide, ‘ Dori- 
den’) is a new non-barbiturate hypnotic (Gross et al. 
1955). Experimental and clinical studies suggest that it 
may be a useful substitute for barbiturates (Ladwig 1955, 
Miller and Rohrer 1955, Rushbrooke et al. 1956). 
I record here an attempt to measure its action in normal 
people. 

Material and Methods 


The majority of a class of medical students volunteered 
for the trial. The women took part in a subjective study 
designed to give information mainly on side-effects. The 
men (average age 21) took part in an objective study 
designed to give quantitative information on the hypnotic 
potency of the drugs tested. Each student undertook, 
in his own home, a series of four tests on himself, as 
described in the previous article. For each test he 
received a pair of capsules which, he was told, might 
or might not contain a hypnotic drug. The capsules 
were tasteless and indistinguishable in appearance, and 
contained one of the following (the doses are the total 
for two capsules) : 

1. Lactose 

2. Pentobarbitone 
3. Pentobarbitone 

4. Glutethimide 

All students were to receive the four different sets of 
capsules, one kind each week. The order in which they 
were given differed at random for each student, all 24 
possible sequences being used. The women were given 
the following questionary to be completed on the day 
after the test : 
1. Did you sleep: 


500 mg. 

100 mg. (gr. 1'/,) 
200 mg. (gr. 3) 
500 mg. 


(A) the same as usual ? 
(B) more soundly than usual ? 
(C) less soundly than usual ? 


2. Did you fall asleep: (A) less easily than usual ? 
(B) as usual 
(C) more easily than usual ? 
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TABLE I—-ANSWERS TO THE QUESTIONARY 


Numbers providing each answer after 











taking : 
_— Answer ’ 
Pento- Pento- Ghutethi- 
Control barbitone  barbitone mide 
gr. 1'/; gr. 3 500 mg. 
1 A 24 22 4 24 
B 2 x 6 5 
Cc 2 0 0 0 
2 A 2 1 0 3 
B 26 27 8 23 
Cc 0 2 2 3 
3 A 1 7 3 3 
B 3 2 0 0 
Cc 24 21 7 26 
4 A 25 18 3 24 
B 3 1 1 0 
Cc 0 11 6 5 
A 0 oo) 9 
B 2 0 0 0 
Cc 26 22 1 20 


3. Did you waken during the night: (A) less than usual ? 
(B) more than usual ? 
(C) as usual ? 
4. Did you waken in the morning: (A) as usual ? 
(B) —= ae difficulty than 


(C) with > oe difficulty than 


5. On waking did you feel: (A) oincaiaiad tired ? 
(B) unusually fresh ? 
(C) as usual 


6. During the day did you notice any unusual symptoms, and if so 
what were they ? 

The male students were issued with a record form and 

a plastic cylinder for urine collection. 

In the subjective study, the women took their capsules 
on retiring to bed, but did not alter their usual bedtime 
habit. Next morning they answered questions 1-4 of 
the questionary by ringing A, B, or C; questions 5 and 6 
were answered in the evening. 34 students entered the 
experiment, but a few withdrew in the course of it. 


TABLE II—SIDE-EFFECTS 


Number complaining after taking : 


Symptom 





Pento- Pento- | Ghutethi- 
Control barbitone barbitone mide 

gr. 1"/, gr. 3 500 mg. 
U nusually tired, sleepy. . 0 5 8 6 
Dizzy, light- -headed ie 0 5 7 3 
Ataxia, slurred —— h.. 0 2 x 2 
Headache p = 0 1 1 0 
Nausea . - 0 0 3 0 
Lack of concentration . . 0 0 1 2 
Argumentative .. 0 0 1 0 
Confused, “* as "though 

drunk ” 0 0 3 0 

Irritable .. ee ee 0 0 2 0 
Apathetic - = 0 0 1 1 


All the results obtained were used in the analysis, 
but the numbers in the different drug-groups differ 
slightly. 

In the objective study, using male students, the method 
described in the accompanying paper was adopted. It 
measures the ability of the drug to maintain sleep 
despite the waking stimulus of a full bladder. 


Results 


The studies were run simultaneously. When the 
results for the first week came to hand, it was apparent 
that in the majority of students pentobarbitone gr. 3 
had caused drowsiness and mental confusion on the day 
after the test. This dose was therefore withdrawn from 
the trial. In all experiments with male students with this 
dose of pentobarbitone the water load was therefore 
500 ml. only. 
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Subjective Trial (Women) 

The answers to the questionary are presented in 
tables 1 and 1 and the statistical analysis in table m1. 
After taking placebo capsules almost all students des- 
cribed their sleep as “‘ usual,’’ and none complained of 
after-effects. This apparent lack of suggestibility contrasts 
with the findings of other studies on the subjective effects 
of drugs on “ sophisticated ’’ observers, such as medical 
students (Glaser 1953, 1954, Glaser and Whittow 1954). 

Questions 1-3 provide little information about the 
drugs, because normal students fall asleep rapidly, sleep 
soundly, and do not waken during the night. Only 
after pentobarbitone gr. 3 did increased depth of sleep 
become apparent. From questions 4 and 5 it is seen 
that in about a third of the students pentobarbitone 


TABLE III—SIGNIFICANCE OF DIFFERENCE BETWEEN DRUGS 
(X2 test) 


Probability (P) that 


Question Drugs compared observed difference is 
not t significant 
1 © and P3 <0-001 
G and P3 <0-02 
2 No significant differences 
3 No significant differences 
4 C and PL’), <0-01 
C and P3 <0-001 
P 3 and G <0-05 
5 Cc and P3- <0-001 
C and G <0-02 
P1'/, and P3 <0-01 
P 3 and G <0-01 


All other differences not significant. 


© = control. 
P1?/; pentobarbitone gr. 1'/, 
P3 = pentobarbitone gr. 3. 


G = glutethimide 500 mg. 


gr. 11/, caused increased difficulty in waking and drowsi- 
ness next morning. Fewer subjects noted difficulty in 
waking after glutethimide 500 mg., but the same propor- 
tion, about a third, complained of drowsiness next day. 
Other after-effects were rare with these two drugs, but 
pentobarbitone gr. 3 caused a large number of unpleasant 
after-effects (table 1), and is clearly unsuitable for 
administration to young ambulant subjects. 


Objective Study (Men) 

109 students entered the experiment, but complete 
records for all four drugs were obtained from only 9. 
Satisfactory records for three substances (excluding 
pentobarbitone gr. 3) came from 30 others. Many records 
were rejected because the stimulus was «ither “ inade- 
quate ’’ or “‘ excessive’’ as previously defined, or for 
other reasons listed in table tv. The gr. 3 dose of pento- 
barbitone was given to only a quarter of the subjects. 
These were all during first tests, and with the smaller 
water load. This departure from the original experi- 


TABLE IV-—CAUSES OF INCOMPLETE RECORDS 


No. submitting at least one return + os 109 
No. returning complete set of four a «ceptable re sults. . 9 
No. returning set of three acceptable results (i.e., other than 
for pentobarbitone gr. 3) excluding the above. 30 
Pento- Pento- : 

. " ; Glut- 

° : ' Con- barbi- barbi- | shim: 
Cause of default trol tone tone ethimide 


, 50 
gr. 1'/, . 3 00 mg. 


No return submitted. ‘ 20 19 75 16 


Doubt about capsule issue d.. l 3 0 0 
Water load ‘* inadequate” .. 15 19 12 17 
Water load “* excessive ”’ 6 § 3 6 
Kash after pe ntobarbitone 
{one subject) aa 1 1 0 1 
“Total i és dg 43 46 90 40 
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TABLE V—RESULTS FOR FOUR TEST SUBSTANCES IN 9 SUBJECTS 


Value (log t x log v) after 


Subject pet py sent 1 2 3 4 
of drugs (Pento- (Pento- (Glut - 
(Control) barbitone barbitone) ethimide 
gr. 1'/,) er. 3) 500 mg.) 
1 3-1-—2-4 4-63 5-07 7-40 7-41 
2 3—2-—-1-4 5-44 8-04 8-67 5:60 
3 3-2-4-1 5-56 7°38 7°21 6°92 
4 3-—1-—2—4 5°49 5°52 5 66 5-98 
5 3—1-2-4 7°45 7°63 7:44 7:74 
6 3—4-1-2 7-80 os. 8-10 7:74 
7 3—4-1-2 7°39 58 7°69 7°81 
8 3-2-1-4 5°21 5 27 6-03 7°27 
9 3—-1—4-2 5-62 7°59 8-22 7°57 


mental plan must be borne in mind in interpreting the 
results, but it is unlikely to have introduced serious 
error. Incomplete sets of records could not be used in 
the final analysis. 

The full data obtained from giving four test substances 
to 9 subjects are set out in table v, and table vi shows 
the analysis of variance. It is seen that differences 
between individuals contributed more to the total 
variance than did differences between drugs. A signi- 
ficant difference between the effects of the drugs was 
apparent (Pp = 0-01). When the drugs were compared 
in pairs, it was found that there were significant differ- 
ences between each of the drugs and the placebo and 
between the two dose-levels of \pentobarbitone. The 
difference between 500 mg. of glutethimide and pento- 
barbitone gr. 1'/, was not significant. The difference 
between glutethimide 500 mg. and pentobarbitone 
gr. 3 just failed to reach the 5% level of significance in 
this small series. 

In the analysis of 39 sets of results (including these 9) 
in which the placebo, pentobarbitone gr. 1'/,, and 


TABLE VI-—-ANALYSIS OF VARIANCE—SMALLER SERIES 





: Sums Degrees Mean 
Source of variation of of sauases Ratio 
squares freedom 1 





foes Ribisitetbedtnnnil zs er Tae Sa ae ‘ 
Between drugs. . ‘< 8-7 3 2:90 | Drugs ‘to 
Between individuals 20°59 fad 2°57 re sidual 
Residual 15°18 24 0-63 F = 4:72 
Total. eg +2 44-48 35 
F 0-01 = 4-72. 


TABLE VII-—-ANALYSIS OF VARIANCE-—LARGER SERIES 


Sums Degrees Mean 
Source of variation of of eumares Ratio 
squares freedom 1 : 


2 4°25 





Between drugs. Drugs to 

Between individuals 38 1:34 re — 

Residual te 45°38 76 0-60 F 08 
“Total ie : 104-73 116 


F 0-001 = 7-70. 


glutethimide 500 mg. were compared (table vir) a signi- 
ficant difference between the drugs was again found 
(Pp = 0-001). A comparison by pairs showed that both 
drugs differed significantly from the placebo, but not 
from one another. 
Discussion 

The response of normal subjects to a hypnotic cannot 
give a complete picture of what is to be expected from 
the drug in clinical practice. But the subjective and 
objective appraisal of glutethimide in different subjects 
lead to the same conclusion—that this drug in a dose 
of 500 mg. was equivalent to pentobarbitone gr. 1*/, 
in hypnotic effect, and was slightly less liable to cause 
difficulty in waking. Clinical studies of giutethimide 
have led to rather similar conclusions, and. Rushbrooke 
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et al. (1956) said that their patients in general practice 
found that glutethimide 500 mg. was comparable to 
evelobarbitone 200 mg. 


Summary and Conclusions 

A subjective test in 34 female students showed that 
giutethimide 500 mg. had about the same effect as 
pentobarbitone gr. 1'/, in inereasing the depth of 
sleep, and was slightly less prone to cause difficulty 
in waking. 

An objective study in male students, based on the 
measurement of resistance to waking from bladder 
stimulation, showed that glutethimide 500 mg. was about 
as potent a hypnotic as pentobarbitone gr. 1/,. 

This trial supports the validity of the method of 
comparing the potency of hypnotic drugs proposed in 
the preceding paper. 

[I wish to express my sincere thanks to the students who 
took part in these experiments. I also thank Miss Sheila 
Grace for her help and Dr. 8. D. Silvey for advice on the 
statistical analysis. Glutethimide was supplied by Messrs. 
Ciba Laboratories, Horsham, and the special capsules were 
prepared by Messrs. John Tye & Sons. 
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PENICILLIN IN THE TREATMENT OF 
LACTATIONAL BREAST ABSCESS 


L. R. De JopE 
M.B. Lond., F.R.C.S. 
SURGICAL REGISTRAR, LONDON HOSPITAL 


BREAST abscess remains one of the more disabling 
forms of sepsis. For the mother it may mean a prolonged 
illness, a maimed breast, and one or more ugly scars ; 
and for the child, an unfortunate interruption of 
breast-feeding. 

The high hopes of controlling this distressing illness 
raised by the advent of antibiotics have not been realised, 
and the number of cases treated annually at the London 
Hospital remains approximately constant. In an attempt 
to assess the effect of antibiotics, especially penicillin, in 
modifying the course of the illness, 68 consecutive cases 
treated at the Londen Hospital between 1953 and 1955 
were analysed, and the results are presented here. 

Of these 68 













lactating 
13h a women, 35 
were delivered 
an . . 
in hospital 
WF 1 and 33 at 
q + home. The 
» 
” 9 j intervals 
$ elapsing be- 
» FP BE 7 tween deliv- 
7 el : 4 ery and the 
S onset of the 
a = 
SS breast abscess 
> 5F 7 are shown in 
- + the accom- 
3b panying fig- 
ure, from 
S which it will 
1 : } be seen that, 
SSESS as previously 






































12 45 6 7 8 2-6 
WEEKS MOS. 


Interval between parturition and breast abscess. 


noted by 
Walsh (1949), 
@ substantial 


ARTICLES [MARCH 16, 1957 


TABLE I ANTIBLOTICS USED 
Antibiotic No. of cases 
Penicillin only ii os 5 we ‘ 36 
‘ and other antibiotic * .. _ 8 
Other antibiotics only t ea ; a . 4 
No antibiotic 4 20 
Total e 68 


* Aureomycin 7 cases, chloramphenicol 1 case. 
t Oxytetracycline, aureomycin, chloramphenicol, and streptomycin, 
1 case each. 


number of abscesses developed when the patients had left 
hospital and were under the care of their general practi- 
tioner. During the same period the surprisingly large 
number of 32 non-lactational cases of breast abscess were 
also treated. 
Bacteriology 

The infecting organism was cultured from the pus in 
all except 3 cases. In 64 cases Staphylococcus pyogenes 
was grown and its sensitivity in vitro to penicillin 
determined. A non-hemolytic streptococcus wag cultured 
in 1 case. When delivery took place in hospital 90% 
of the staphylococci cultured were resistant to penicillin, 
whereas when delivery took place at home 71° were 
resistant. 

Antibiotics 

These patients were treated by a number of general 
practitioners and several surgical and obstetric firms ; 
hence there was no general policy for the use of anti- 
biotics. The cases were divided into two groups: those 
in which antibiotics were given before incision of the 
abscess and those in which they were not. Table 1 
shows that 48 cases were treated with antibiotics and 
20 not. Penicillin was used in 44 cases, but in 8 of these 
another antibiotic, usually aureomycin, was also given. 
Of the 48 cases treated with antibiotics only 4 were not 
treated with penicillin. The number of cases treated with 
other antibiotics was too small for any conclusions of 
value to be drawn. 


TABLE II--COMPARISON OF AVERAGE NUMBER OF INCISIONS 
AND HEALING-TIME IN ANTIBIOTIC-TREATED AND UNTREATED 
CASES 


No. Average 
Treatment of no. of 
eases incisions 


Average 
healing- 
time (wk.) 


1 No antibiotic 


oe oe — 20 1-0 2-9 
2 Penicillin (erganism resistant) .. 40) 1-7 6-3 
3 Penicillin (crganism sensitive) . 4 1-2 4-7 
Difference between 1 and 2? ‘i 0-7 (8.R. 2-4 (S.E. 
t0-4) t 1-6) 


s.k., standard error of difference between means. 


Criteria of Comparison 

Two criteria were used to assess the effect of penicillin 
on the course of the illness: the total duration of the 
illness from first symptom to final healing, and the 
number of incisions necessary before this took place. 
The results are shown in table 11. 

In the 20 cases not treated with antibiotics before 
drainage the average healing-time was 3-9 weeks and the 
average number of incisions 1-0. 

In 4 cases the organism was subsequently proved to 
be sensitive to penicillin ; in them the healing-time was 
4-7 weeks and the average number of incisions 1-2. In 
the 40 cases treated with penicillin in which later examina- 
tion showed the organism to be penicillin-resistant the 
average healing-time was 6-3 weeks and the average 
number of incisions 1-7. 


Case-reports 
Certain cases were of particular interest as illustrating 
the effect of antibiotics on the course of the illness. 
Case 1.—The patient, aged 19, developed painful and 
flushed breasts with pyrexia (102°F) on the 10th day after a 
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normal delivery in hospital. After a 4-day course of soluble 
penicillin 500,000 units b.d. the pain settled and the tempera- 
ture fell to normal. The child was weaned, and the patient 
was discharged home. She was referred to hospital 14 days 
later with an abscess in her right breast, and an ‘‘ enormous 
multilocular cavity *’ was drained. 2 days later she developed 
further abscesses in her left breast, and two large cavities 
were drained on this side. A month later the abscess recurred 
in the left breast, requiring two further incisions. In every 
specimen a staphylococcus resistant to penicillin was grown. 
The total period of disability in this case was 10 weeks. 


Case 2.—The patient, aged 26, complained of pain and 
tenderness in her left breast on the 7th day after a normal 
delivery in hospital. A localised area of tender induration 
was palpable, and she was given a course of soluble penicillin 
500,000 units b.d. with little improvement. Aureomycin was 
substituted on the 3rd day, and the condition appeared to 
resolve. She was discharged home and continued breast- 
feeding. 2 weeks later, however, pain recurred, and she 
was readmitted with an abscess in her left breast. This was 
incised and a staphylococcus insensitive to penicillin was 
grown. 5 days later a further abscess required drainage and 
then healed. The period of disability was 5 weeks. 


Case 3.—The patient, aged 30, developed pain and swelling 
in her right breast two weeks after normal delivery in another 
hospital. After a 4-day course of penicillin the pain and 
swelling subsided, and she was discharged home to continue 
breast-feeding. A week later she was referred to the London 
Hospital and admitted. Her right breast was extremely tense 
and tender, but after expression of milk no definite lump was 
felt. Pus, however, was aspirated from the lower medial 
quadrant, and on incision a large single cavity was found 
deep in the breast. A penicillin-resistant staphylococcus was 
cultured. Lactation was suppressed with stilbastrol. 16 days 
later a further small abscess in the right breast required 
incision. The total period of invalidism was 5 weeks. 


Case 4.—The patient, aged 28, developed pain and swelling 
in her left breast 3 weeks after a normal delivery of a second 
child at home. She was treated by her doctor for 12 days with 
procaine penicillin without improvement and then referred to 
surgical outpatients. She had an extensive tender indurated 
area deep to her left nipple and extending out in all quadrants. 
A large multilocular abscess was incised, and its wall was 
noted to be thick and very hard. Pus grew Staph. pyogenes 
insensitive to penicillin. The period of disability was 5 weeks. 


jase 5.—The patient, aged 23, was treated by her doctor 
for right flushed breast, which developed a month after 
normal delivery in the London Hospital. After a 3-day 
course of soluble penicillin 500,000 units b.d. the condition 
gradually subsided and she continued breast-feeding. 2 
months later pain recurred and lactation was suppressed with 
stilbeestrol. A lump then appeared in her right breast, and 
she was referred to the London Hospital, where a large 
indurated non-tender mass was found in the lower inner 
quadrant of her right breast. After application of a kaolin 
poultice for 24 hours fluctuation was found, and two incisions 
produced nearly half a pint of pus. The abscess wall was 
very vascular and bled briskly, an abnormal ooze persisting 
for 48 hours. Surprisingly a staphylococcus sensitive to 
penicillin was grown. The total period of disability was 2 
months. 


Case 6.—-The patient, aged 23, developed a painful right 
flushed breast with pyrexia (102°F) on the 9th day after a 
normal delivery in the London Hospital. After a 3-day course 
of soluble penicillin 500,000 units daily the condition appeared 
to resolve; the patient’s temperature fell to normal, and 
she was discharged home. 18 days later a painful lump 
reappeared and she received a further 5-day course of soluble 
penicillin 300,000 units b.d. without improvement. She was 
then referred to the London Hospital, and a tender, very hard, 
and non-fluctuant mass was found in the upper outer quad- 
rant a her right breast with redness of the overlying skin. 
Penicillin was discontinued, and kaolin poultices were applied 
daily. The condition remained indolent until 3 weeks later, 
when it was considered that fluctuation was present, and an 
incision was made into “a large fibrous mass’ containing a 
small cavity but no pus. 2 weeks later a fluctuant area 
developed here and was incised, a small quantity of pus being 
evacuated. A profuse growth of Staph. pyogenes insensitive 
to penicillin was cultured. The residual indurated area in 
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the breast was treated with short-wave diathermy, and the 
condition eventually healed 6 weeks later. The period of 
disability was 3 months. 


Discussion 


Today many of the dreaded complications of uncon- 
trolled sepsis have been eliminated or at least mitigated. 
Mutilated hands resulting from severe finger infections ; 
useless joints after septic arthritis; fulminating septi- 
cemias, the sequel of osteomyelitis, no longer fill septic 
wards. Nevertheless, every therapeutic advance poses 
its own set of problems, and antibiotics are no exception. 
When penicillin became generally available it was 
thought that its use would greatly lessen both the 
duration of breast abscess and the need for surgical 
incision (Florey et al. 1946). 

It is indeed remarkable that penicillin continued in 
the present series to be the antibiotic favoured by both 
general practitioner and in hospital treatment, despite 
the handicap of its having to be used parenterally and 
despite the availability of a variety of other potent 
antibiotics. The evidence presented above, however, 
suggests that neither healing-time nor the number of 
surgical incisions has been lessened. Where the organism 
is insensitive, the healing-time is lengthened and the 
number. of incisions increased. Several factors may be 
responsible for this. 

Firstly, the conditions in the lactating breast are 
peculiarly favourable to the rapid multiplication of 
pathogente organisms and the early formation of an 
abscess. 

Secondly, the chance of the responsible organisms 
being insensitive to penicillin is always considerable and, 
when the patient has been delivered in hospital, almost 
certain. Barber and Burston (1955) found that, in 89% 
of babies leaving a maternity unit, a penicillin-resistant 
staphylococcus could be grown from the anterior nares. 
Not only is there, therefore, a considerable chance of 
penicillin being useless from the start, but also, once 
pus is formed, there is little likelihood of cure without 
drainage, whatever the antibiotic used. Moreover, apart 
from penicillin therapy’s being often pointless, its 
injudicious use” may complicate treatment of the 
established abscess. 

Some of the disadvantages are illustrated in the cases 
cited above. In cases I, 2, 3, 5, and 6 the symptoms and 
signs of infection completely disappeared after treatment 
with penicillin, only to recur later, by which time large 
abscesses had formed. 

Case 5 was of particular interest. When the patient 
eventually presented as an outpatient, a large, indurated, 
and notably non-tender mass was found which clinically 
resembled a carcinoma. ‘This difficulty has been noted 
by Stammers (1953) and is due to the masking of the 
signs of inflammation. 

The findings in case 6 were somewhat similar, and it 
was only after the discontinuance of penicillin and the 
daily application of kaolin poultices for 3 weeks that 
fluctuation became evident. When the breast was 
finally incised, a hard fibrous mass was found surrounding 
a small cavity but little pus. Healing was considerably 
delayed by this fibrotic reaction, which eventually 
disappeared after a course of short-wave diathermy. 

The exeessive formation of vascular granulation 
tissue too may lead to excessive haemorrhage when the 
abscess is incised, as in case 5. These features have also 
been noted by Mills (1953). 

The masking of the signs of inflammation may lead to 
serious delay in instituting drainage, with the result that 
an excessive amount of breast tissue is destroyed, 
amounting in some cases to functional mastectomy. 

A further consequence of this destruction of breast 
tissue is the increased liability to further breast abscesses, 
particularly after later pregnancies. 
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It therefore seems reasonable to restrict the use of 
penicillin to early cases of acute mastitis, and then only 
when the mother has not been delivered in hospital and 
there is therefore a reasonable chance of dealing with an 
organism sensitive to penicillin. If there is no response 
within 48 hours, its use should be discontinued because 
of the difficulties already mentioned. If a satisfactory 
response is obtained, the patient must still be kept under 
close supervision to ensure that the condition has been 
cured and not merely masked. When an abscess has 
already formed, early and effective drainage is the surest 
way of obtaining early healing. 


Summary 


Of 100 consecutive cases of breast abscess treated at 
the London Hospital between 1953 and 1955 32 were 
non-lactational. The 68 lactational cases were analysed 
with particular reference to penicillin therapy. 

In this series penicillin continued to be the antibiotic 
most commonly used both by general practitioners and in 
hospital. 

Where the patient had been delivered in hospital 90% 
of the staphylococci cultured were insensitive to 
penicillin, and in other cases 71% were insensitive. 

Where the organism was insensitive to penicillin both 
the number of surgical incisions required and the healing- 
time were increased in comparison with the cases in which 
no penicillin was given. 

I wish to thank the surgical and obstetric staff of the London 
Hospital for permission to cite their cases; and Mr. A. R. 
Anscombe for much helpful criticism and encouragement. 
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BRONCHIAL LAVAGE 
G. F.- TROBRIDGE 
M.D. Birm., M.R.C.P.E. 
ASSISTANT CHEST PHYSICIAN, HAWKMOOR CHEST HOSPITAL, 
BOVEY TRACEY, DEVON 

BRONCHIAL lavage, as a means of obtaining material 
for the culture of tubercle bacilli, has already been 
described several times (Lees et al. 1955, Spencer Jones 
1956). The present work, which confirms previous 
findings, has led to a much simpler technique which can 
be quite easily used by nurses. 

All patients admitted to this hospital for investigation 
of respiratory disease and who had no sputum were 
subjected, as soon as possible after admission, to three 
daily gastric-residue and three daily bronchial-lavage 
examinations. As all specimens were collected within a 
week, and usually within three days, the two series are 
comparable. 

Technique 

The technique is simpler than previous methods and 
carries less risk to the operator. For half an hour before 
examination the patient sucks an amethocaine hydro- 
chloride (‘ Decicain ’) 100 mg. lozenge (two half-tablets, 
at quarter-hour intervals, is most effective). He sits in a 
chair leaning backwards and to one side (fig. 1). The 
operator stands behind the patient and with the left 
hand holds the patient’s tongue. The patient is told to 
breathe slowly and deeply and not to cough or swallow 
while 10 ml. of normal saline is poured slowly on to the 
tongue so that it trickles back through the larynx and 
down the trachea. The patient now coughs into the wide- 
mouthed jug which was placed in his hands at the 
beginning. The procedure is then repeated for the second 
side. It is very important to acquire a technique of 
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pouring the saline slowly and steadily; otherwise the 
patient will cough. The saline should be poured as fast 
as is possible without producing cough—usually ten to 
twenty seconds for 10 ml. The best method is to hold a 
syringe as in fig. 2. The operator should, of course, be 
protected by gown and mask, but risks of infection are 
less when standing behind the patient than with the 
other methods of bronchial lavage described previously. 
The specimen is then transferred to a bottle. A satis- 
factory speci- 
men always 
contains some 
solid particles, 
and they may 
be plentiful 
even from a 
healthy chest. 
The specimen 
is then cul- 
tured in the 
laboratory in 
the same way 
as a gastric- 
residue speci- 
men, except 
that neutral- 
isation is 
omitted. 


Results 

70 patients 
took part in 
this trial, and 
all had three 
bronchial lav- 
age and three 
gastric-residue 
examinations. 
41 had pulmonary tuberculosis, active or inactive ; 9 had 
pleural effusions; and the remaining 20 had other 
respiratory conditions. Table 1 shows the number of 
patients in each group from whom positive cultures for 
tubercle bacilli were obtained by bronchial-lavage and 
gastric-residue examinations. No case was positive on 
gastric residue which was not also positive on bronchial 
lavage. 

To determine the most reasonable number of examina- 
tions to which a patient should be subjected, the propor- 
tions of patients first found to be positive by each of the 
three tests was recorded. The bronchial-lavage and 
gastric-residue series have here been regarded as separate 
investigations, but the cases of pulmonary tuberculosis 
and pleural effusion have been added together (table 11). 
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TABLE I—RESULTS OF EXAMINATIONS 


No. of cases, with 
positive eultures 


‘ ‘ No. of 
Diagnosis “anim 
Bronchial Gastric 
lavage residue 
Pulmonary tuberculosis . . ; 41 14 (34%) 3 (7%) 
Pleural effusion .. : - oo) 2 (22%) 1 (11%) 
Other respiratory conditions ., 20 0 0 
i 
TABLE II-—THE FIRST POSITIVE CULTURE 


Examination No. of patients 
giving first 
Ositive culture , 
_ Bronchial lavage 


Gastric residue 


Ist @ (18%) 4 (8%) 
2nd 6 (12%) 0 
3rd 1 (2%) 0 
Total 16 (32% 4 (8%) 


From these tables it is apparent that bronchial-lavage 
examination was four times as efficient as gastric-residue 
examination in the recovery of tubercle bacilli, and that 
the majority of positive cases can be found by two 
bronchial lavages. 

The results of this trial suggested the possibility that 
tubercle bacilli contaminating a healthy respiratory 
tract might be recovered by bronchial lavage giving a 
false positive result. It was therefore decided to try the 
test in healthy volunteers who all had normal chest 
X-rays and 
no past 
history of 
pleural or 
pulmonary 
tuberculosis. 
The tests 
were arran- 
ged at times 
when it was 
thought that 
maximum 
contamina- 
tion was 
likely—e.g., 
after bed- 
making. 105 
lavages were 
made in 30 
nurses, but 
there was not 


one positive 
result. 
The nega- 


tive results 
in healthy 
volunteers and non-tuberculous patients show that false 
positives from contamination of the air-passages by 
tubercle bacilli are unlikely, and that a positive result 
means active disease (apart from very rare laboratory 
errors). 

During these examinations it was suggested that the 
saline went no further than the larynx. Accordingly, 
after a normal bronchial lavage and without further 
anesthesia, one of the volunteers had 20 ml. of propyl- 
iodone (‘ Dionosil’) poured over the back of the tongue 
(straight from the bottle). Positioning was carried out as 
for bronchography; fig. 3 shows the bronchogram 
obtained. This also demonstrates the efficiency of the 
anesthesia, which has since been used in obtaining 
satisfactory routine bronchograms in coéperative patients 
without any other premedication. 


Fig. 3—Bronchogram. 


Conclusions 
In this hospital we have been so satisfied with the ease 
and accuracy of the tests that bronchial-lavage has now 
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replaced gastric-residue examinations. The ward sisters 
carry out the tests without difficulty. Cases under treat- 
ment may seem to remain positive a little longer when 
bronchial-lavage examinations are used, but this is due 
to increased sensitivity of the test. 

At least two lavage examinations are necessary for 
accuracy ; there is no doubt that the second examinat+ion 
is mere thorough than the first, because the patient 
cooperates better. 

The great majority of those who underwent the exami- 
nations, and of those who performed them, preferred 
bronchial-lavage to gastric-residue examinations. 


Summary 

A parallel comparison of bronchial-lavage (by a 
simplified method) and gastric-residue examination 
showed that bronchial lavage was four times as efficient 
in isolating tubercle bacilli. 

A control series of healthy volunteers yielded no false 
positive results. 

A simple technique for bronchography, suitable for 
certain patients, has resulted from this work. 

I wish to thank Dr. R. L. Midgley for encouragement and 
advice, Dr. B. Moore who did the bacteriological work, and 
all the volunteers who made this investigation possible. 
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RELIEF OF @DEMA AND HIGH BLOOD- 
PRESSURE BY CONCENTRATED HUMAN 


SALT-POOR SERUM-ALBUMIN 
IN ELLIS TYPE-II NEPHRITIS 


A. G. Epwarps 
M.B. Lpool 
FLYING-OFFICER, MEDICAL BRANCH, R.A.F. 


Tue value of concentrated human serum-albumin has 
been extensively studied in the U.S.A., mainly by Cohn 
et al., Eckhardt et al. (1948), and Janeway et al. (1944), 
and as far back as 1942 the first standard prepara- 
tion for the Armed Forces was tested. In the U.K. it 
has been studied by Martin (1954). Most of the early 
work was directed towards the treatment of shock and 
burns, and its value in hypoproteinemia was mainly 
in the treatment of malnutrition and hepatic cirrhosis. 
Recorded cases of its use in the nephrotic syndrome are 
relatively few (Janeway et al. 1944, Martin 1954, 
Ferguson 1955). 

Case-report 

A girl, aged 19, was seen for the first time on June 14, 1955, 
complaining of edema of the.face and trunk for two days, 
cedema of the ankles for three weeks, and severe headaches 
for six months. There was no previous history of either 
scarlet fever or renal disease. 


On examination she was pale and had gross anasarca ; her 
heart sounds were normal and blood-pressure was 130/90 
mm. Hg; there was no retinopathy. Laboratory investiga- 
tions showed plasma-proteins 3-91 g. per 100 ml. (albumin 
1-25 g. per 100 ml., globulin 2-66 g. per 100 ml.), cholesterol 
610 mg. per 100 ml., non-protein nitrogen 33 mg. per 100 ml., 
and hemoglobin 86%. The urine contained many red blood- 
cells and epithelial casts, and an average of 12 g. of albumin 
(Esbach’s method) per litre in 24 hr. 

Treatment.—The patient was treated with high-protein 
salt-free diet with restricted fluids, and both mersalyl and 
acetazolamide were tried with some effect. 

Readmission.—Four months later she’ was readmitted with 
similar symptoms, her urine containing 15 g. of albumin per 
litre on admission. Other investigations showed plasma- 
proteins 3-72 g. per 100 ml. (albumin 1-52 g. per 100 ml, 
globulin 2-20 g. per 100 ml.), albumin-globulin ratio 0-7, 
non-protein nitrogen 27 mg. per 100 ml. Urine contained 
granular casts and some red blood-cells. 
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Treatment.—To encourage absorption of peripheral cedema, 
400 ml. of double-strength plasma was transfused, with only 
slight improvement. The induction of malaria pyrexia was 
contra-indicated owing to the presence of red blood-cells in 
the urine. Treatment with cortisone 300 mg. initially, 
followed by 50 mg. daily was started, but the patient developed 
pyrexia and bilateral pneumonic consolidation with effusion 
and pericarditis. So the cortisone therapy was abandoned, 


and after prolonged antibiotic treatment she gradually 
improved. During the high pyrexia the peripheral edema 
subsided, but there. was no coincident change in electrolyte 


or in serum-protein levels. The patient was discharged on a 
high-protein diet. 

Readmission.—The patient was readmitted on April 13, 
1956, with anasarca, which had been increasing for two weeks. 

On examination her blood-pressure was 170/120 mm. Hg and 
her heart-rate showed a gallop rhythm at the apex. There 
were slight exudates in the fundi. The amount of albumin 
in the urine was 14 g. per litre in 24 hr. Other investigations 
showed serum-proteins 3-94 g. per 100 ml. (albumin 1-45 g. 
per 100 ml., globulin 2-49 g. per 100 ml.), albumin-globulin ratio 
0-7, non-protein nitrogen 22 mg. per 100 ml. No casts were 
found in the urine, 

Treatment.—Given 1000 ml. of triple- strength plasma the 
patient had a diuresis of only 90 oz. in 24 hours. It was then 
decided to transfuse human serum-a]bumin set up in 100 ml. 
transfusion bottles containing 25 g. of albumin per 100 ml. 
200 ml. was transfused in a” /, hours, and during the next 
12 hours the patient passed 227 oz. of urine containing about 
12 g. of albumin per litre. Her condition was much improved ; 
serum-proteins 3-01 g. per 100 ml. (albumin 1-23 g. per 100 ml., 
globulin 1-78 g. per 100 ml.), albumin-globulin ratio 0-7, 
non-protein nitrogen 18 mg. per 100 ml. Since there was still 
slight residual peripheral c-dema 100 ml. more of the albumin 
was transfused in 20 minutes, followed by a diuresis of 132 oz. 
in 24 hours, when no edema could be discovered (blood- 
pressure 150/100 mm. Hg). There was no symptom of 
overloading the circulation ; nor did the blood-pressure rise. 
Her serum-proteins were 6-12 g. per 100 ml. (albumin 2-29 g. per 
100 ml., globulin 3-83 g. per 100 ml.), albumin-globulin ratio 
0-6, non-protein nitrogen 28 mg. per 100 ml., Hb 83%. On 
April 24 the patient started a 250 g. protein salt-free diet and 
was given a further 200 ml. of albumin intravenously in 
45 minutes, the only side-effect being a slight headache, and 
the diuresis being 101 oz. in 24 hours. Her serum-proteins 
were 4-96 g. per 100 ml. (albumin 2-88 g. per 100 ml., globulin 
2-08 g. per 100 ml.), albumin-globulin ratio 1-4, non-protein 
nitrogen 23 mg. Four days later, the total serum-protein 
level had risen to 6-59 g. per 100 ml. though the albumin- 
globulin ratio was still 0-9. Another transfusion of 100 ml. 
of serum-albumin in half an hour was given, producing a 
slight headache and a slight change in the serum-protein level. 
There was a further diuresis of 170 oz. She was discharged 
without cdema and with a blood-pressure of 130/90 mm. Hg. 
There was no change in the retinopathy. 

Follow-up.—The patient returned a week later when cedema 
of her ankles had returned. Her urine still contained about 
12 g. of albumin per litre and her blood-pressure had risen 
to 150/110 mm, Hg, but exudates were no longer present in 
her fundi. Her serum-protein level was 3-63 g. per 100 ml. 
(albumin 2-08 g. per 100 ml., globulin 1-55 g. per 100 ml.), 
albumin-globulin ratio 1-3, non-protein nitrogen 26 mg. per 
100 ml. Her urine contained epithelial debris and a few 
red blood-cells. 

Readmission.—-A week later she was readmitted for further 
treatment ; her blood-pressure having risen to 170/120 mm. 
Hg and edema having appeared again. Her serum-proteins 
were 3-96 g. per 100 ml. (albumin 1-34 g. per 100 ml., globulin 
2-62 g. per 100 ml.) and albumin-globulin ratio 0-5. 

Treatment.—Double-strength 10°, salt-free dextran was 
transfused but had to be discontinued because of severe 
headache and vomiting. The diuresis was only 90 oz. in 
24 hours. Later 300 ml. of the serum-albumin was transfused 
without causing headache; it did not give so dramatic a 
diuresis as previously (103 oz. in 24 hours) but relieved the 
cedema. The blood-pressure on discharge was 150/90 mm. Hg, 
serum-proteins 3-12 g. per 100 ml. (albumin 1-25 g. per 100 ml., 
globulin 1-87 g. per 100 ml.), albumin-globulin ratio 0-7, and 
non-protein nitrogen 33 mg. per 100 ml. 

Follow-up.—The patient has since visited for examination 
and her blood-pressure was found to have returned to 170/130 
mm. Hg, and much of the edema had returned. The 
aecompanying figure shows the relative diuretic values of the 
various diuretics used. 
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Diuretic values of diuretics used. 
ankle edema, 

which, although undergoing remissions and exacerbations, 
gradually increases to anasarca. Hypertension*may or 
may not be present, and retinopathy, apart from retina 
cedema, is uncommon. There is much albumin in the 
urine, often well over 20 g. per litre in twenty-four hours, 
and the amount of urine excreted is small. Casts are 
common in the urine. However, there is no general renal 
insufficiency, the non-protein nitrogen, urea-clearance, 
and urea concentration being usually normal. The blood 
shows a low total-protein level with a reversal of the 
albumin-globulin ratio and a raised blood-cholesterol 
level. 

The main feature of the present case was anasarca ; 
but the mild hypertension and slight renal exudates are 
also of note because they are uncommon in Ellis type-1 
nephritis. On each occasion that the human serum- 
albumin was used there was a dramatic relief of edema 
because the corrected osmotic pressure of the plasma 
caused a diuresis unsurpassed by that due to standard 
diuretics ; also the blood-pressure was lowered, and over- 
loading symptoms were extremely mild. This is interest- 
ing because other workers have found the use of human 
serum-albumin to produce such symptoms as severe 
headache, gross venous engorgement, and a slight rise 
in blood-pressure. But it appears that their patients 
were treated with human serum-albumin together with 
a diluent, usually dextran, whereas the present patient 
was treated with concentrated human serum-albumin. 
I feel that this is of significance because it is only necessary 
to replace lost protein (essentially the albumin fraction 
of the plasma), additional fluid causing only circulatory 
embarrassment. The rapidity of transfusion had no 
untoward effect on the patient, probably owing to the 
small volume transfused at a time. It was also extremely 
difficult to correct the reversal of the albumin-globulin 
ratio, and the effect of the human serum-albumin was 
transient, lasting only a few days. 

Summary 

In a case of Ellis type- nephritis concentrated human 
salt-poor serum-albumin produced a much better diuresis 
than did plasma and dextran. The blood-pressure was 
lower after this treatment on each occasion. 

Concentrated human serum-albumin has only a trans- 
ient effect ; for this reason it is of no use in maintenance 
therapy. 

I wish to thank Dr. C. M. Miller for permission to publish ; 
Dr. L. Horwich for much helpful advice ; and the medical 
officer at the U.S.A.A.F. base at Sealand for the gracious gift 
of 1200 ml. of serum-albumin. 
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Preliminary Communication 


+ - 


THE EFFECT OF QUINIDINE ON POTASSIUM 
FLUX 

QUINIDINE has been known since the work of Frey in 
1918 as a substance which arrests atrial (auricular) 
fibrillation. Recently fibrillation has been produced in the 
atria of the rabbit heart suspended in a bath. To produce 
fibrillation three things were necessary : (a) acetylcholine 
in concentrations from 3 to 8 x 10-4 g. per ml.; (6) elec- 
trical stimulation at a rate from 600 to 800 per minute ; 
and (ec) a reduction of the K* in the bath to 1-4 mM per 
litre. When fibrillation was produced, it persisted after 
the stimulation was stopped.? 

Holland ? has measured the net amount of K* leaving 
the atria. He changed the bath fluid to one containing 
0-35 mM per litre of K* and left the atria in it for five 
minutes. He removed the fluid and measured the K+ by 
a flame photometer. He found that when stimulation 
was applied at increasing rates in the absence of acetyl- 
choline the net K* loss rose very little. In the presence 
of acetylcholine, however, an increasing rate of stimula- 
tion produced an increasing potassium loss, and when 
it reached a certain figure, fibrillation occurred. 

When the isolated atria are beating spontaneously, 
quinidine (10-5 g. per ml.) slowly reduces the rate and 
amplitude until the beats stop. Armitage * has recently 
observed that when the amount of potassium in the 
solution bathing the atria was reduced, the contractions 
started again. These observations suggested that quini- 
dine affected the permeability of the cell membrane to 
potassium, perhaps diminishing the potassium flux. 

We have therefore carried out experiments to test this, 
and have used human red cells. When blood is freshly 
drawn, the cells are rich in K+ and poor in Na*. Blood 
was therefore cooled to 0°C, and kept at this temperature 
for 3-5 days during which the cells lost K* and gained 
Nat. The blood was then incubated at 37°C for 
several hours; at this temperature the metabolic 

Holland, W. C., Burn, J. H. 
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The abscissa is time in hours. The ordinate for the two curves above is 
the mean increase in potassium (mM per 100 g. hemoglobin) of red 
cells incubated at 37°C. The black circles represent control figures; 
the crosses represent figures in the presence of quinidine. The 
ordinate for the two curves below is the mean decrease in sodium 
(mM per 100 g. haemoglobin) of red cells. Biack circles are gontrol 
figures ; the crosses represent figures in the presence of quinidine. 
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processes which drive Na+ out of the cell and which raise 
the concentration of K+ within the cell were active. To 
some of the blood quinidine was added (25-250 ug. per 
ml.), and the rate of rise of K+ in the cells in blood con- 
taining quinidine was compared with the rate of rise in 
control blood. Ten experiments were carried out: in 
six heparin was added to the blood ; in three the blood 
was defibrinated ; and in one the cells were separated 
from plasma and suspended in Ringer’s solution. In 
each experiment it was observed that the presence of 
quinidine diminished the uptake of potassium. A similar 
result was obtained in two experiments in which chloro- 
quine was used. The accompanying graph shows the 
inean results. The observations also showed that sodium 
was driven out of the cells more slowly in the presence 
of quinidine. 

This finding makes it seem likely that the action of 
quinidine in arresting fibrillation is due to a reduction of 
the permeability of the cell membrane to potassium, and 
probably to sodium also. 

Nuto KArxk1 
M.D. Turku, 
Riker fellow 
GEORGE P. Burn 
M.A., B.M. Oxfd 


J. H. Burn. 
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Medical Societies 


HEBERDEN SOCIETY 
THE society met in London on Feb. 22. 


Shoulder-hand Syndrome 


Dr. R. P. Hickry showed a case of bilateral shoulder- 
hand syndrome. The involvement on the right side, which 
included the right elbow, followed a traumatic right hemi- 
plegia, while the involvement of the left side followed herpes 
zoster of the cervical 5th—7th nerve distributions. 


Lupus Erythematosus 


Dr. A. BEARDWELL, Dr. A. G. Beckert, and Dr. C. FeELpMAN 
each showed patients with probable disseminated lupus 
erythematosus associated, respectively, with lung changes and 
pneumothorax, with hepatitis and peripheral neuropathy, 
and with polyarthritis and leg ulceration. 


Polymyositis 


Dr. A. T. RicHarpson described the diagnostic features of 
polymyositis based on his findings in twenty-one patients. 
The histological findings in the muscles in polymyositis 
included patchy muscle-fibre degeneration and widespread 
cellular infiltration, and contrasted with the focal infiltration 
of rheumatoid arthritis or the widespread degeneration without 
much infiltration in the myopathies. It could not be 
differentiated from the changes seen in dermatomyositis. 
Clinically, too, there was no clear dividing line between 
polymyositis and dermatomyositis; indeed, one of his 
myositis cases showed a scaly erythema, another had calcinosis, 
and a third developed scleroderma-like changes. In three 
other cases where there was no suggestion of skin involve- 
ment, symptoms included dysphagia. One case was notable 
for the extreme rapidity with which muscular contractures 
developed. Seven of his cases had been previously diagnosed 
as ‘““myopathy of late onset.’’ Polymyositis was usually 
thought of as involving mainly proximal muscles ; but he had 
found that the forearm muscles were usually involved as well, 
and were often a suitable site for testing electromyographically. 
There was evidence of impairment of action potentials on 
voluntary contraction of affected muscles, but in addition 
the electromyogram showed rheobase changes of denervated 
muscle and also evidence of spontaneous lower-motor-neurone 
activity. The combination of muscle wasting with both a 
muscle-fibre and a lower-motor-neurone lesion was diagnostic 
of myositis, and it was interesting that, as testing was proceed- 
ing, most of the cases which had been referred to him as 
myopathy of adult life were proving to have a myositis. 
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Serum-proteins 


Dr. J. H. Jacoss and Mr. R. L. Marknam showed a 
two-dimensional zone electrophoresis of serum-proteins. 
They had used albumin-impregnated paper (to minimise 
absorption of the test proteins) and, after making a conven- 
tional separation at pH 8-6, transferred the albumin, a-globulin, 
and (-globulin fractions to another paper and ran the separa- 
tion at pH 4-5 at right-angles to the original direction. On 
staining for polysaccharides they obtained clear and isolated 
spots representing the a, and «, glycoproteins, which could 
be estimated semi-quantitatively. These spots were some- 
times oval and sloping, especially in rheumatoid arthritis, 
suggesting they were not single substances. The estimate of 
& glycoproteins in rheumatoid arthritis correlated quite well 
with the clinical condition of the patient as judged by the 
erythrocyte-sedimentation rate, but the «, glycoproteins 
seemed to vary independently of both. Somewhat similar 
changes had been found in various other diseases. 


Sheep-cell Agglutination Tests 


Dr. E. V. Hess had found that sheep-cell agglutination 
tests for rheumatoid arthritis had given positive results in 
48% of cases of lupus erythematosus, 33% of cases of poly- 
arteritis nodosa, 26% of cases of scleroderma, and one out 
of five cases of myositis. Using a modification of Ziff’s euglo- 
bulin-precipitation technique she had examined both precipi- 
tate and freeze-dried supernatant for agglutinating activity. 
In rheumatoid arthritis this activity usually remained in the 
precipitate, but in some positive cases of lupus the activity 
remained in the supernatant. The distinction was not com- 
pletely reliable but might be helpful where the diagnosis 
between rheumatoid arthritis and lupus was in doubt. She 
had been impressed with the tendency for lupus patients to 
have a positive agglutination test if they had joint involve- 
ment. It seemed likely, also, that this group gave biological 
false positive results on Wassermann testing somewhat more 
commonly than the cases of lupus in which the agglutination 
test was negative. In rheumatoid arthritis the agglutinating 
factor was associated with the gamma-globulins. In a positive 
case of lupus, however, she had found that the activity lay 
in the 8-globulin zone. 


SOCIETY OF UNIVERSITY SURGEONS 


Tue 18th annual meeting of the Society of University 
Surgeons was held on Feb. 7-9 at Columbus, Ohio, under 
the presidency of Dr. Harotp A. ZiInTEL. Of the 40 
papers 12 were concerned with anomalies and diseases 
of the heart or great vessels and 7 with acute or chronic 
disease of the pancreas. 


Congenital Dislocation of Hip 


In order to decide whether the changes in the head of the 
femur and the acetabulum in congenital dislocation of the hip 
are due to the dislocation or the cause of it, W. 8S. Smrrx 
(Columbus) dislocated one hip-joint in each of 22 puppies. In 
6 of the animals the dislocation was reduced at once, but in 16 
it was allowed to persist. Examination after six months 
showed that normal development had continued in the 6 
control animals ; but in each of the 16 animals in which the 
dislocation had persisted the acetabulum was shallow and the 
changes in the head and neck of the femur resembled those 
in congenital dislocation of the hip. These findings suggest 
that the bone and joint changes in congenital dislocation are 
due to the dislocation and raise the possibility of birth injury 
as the primary cause of the condition. 


Obstructive Jaundice in the Newborn 

V. McDona xp, jun. (Columbus), pointed out that 60% of 
cases of obstructive jaundice in the newborn are due to atresia 
of the bile-ducts and 25% to intrahepatic disease, especially 
hepatitis. The difficulty in distinguishing between these two 
causes commonly leads to delay in operation for up to six 
months until hepatitis has been excluded. He has found that 
early biopsy of the liver through a small incision under local or 
cyclopropane analgesia will safely provide an accurate diag- 
uosis within one or two months of birth and thus permit early 
exploration of biliary atresia before the liver is irreversibly 
damaged. 


Exstrophy of the Bladder 


O. Swenson (Boston) said that it used to be thought that 
continence could not be achieved in children with exstrophy 
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of the bladder, and the standard treatment was by trans- 
plantation of the ureters. Following Sweet's lead Swenson 
has been repairing the bladder and urethral defects at an early 
age but has not initially attempted to provide an artificial 
sphincter. Of 16 children treated by early closure within a 
few weeks of birth, 9 have achieved continence. He believes 
that early closure is better than early transplantation of the 
ureters followed by delayed closure of the bladder. 


Splenectomy 

B. K. Wiseman (Columbus) reviewed the use of splenectomy 
during the past twenty-five years in the treatment of blood 
dyscrasias in 822 patients, in 745 of whom splenectomy was 
done with a 4% mortality. Accessory spleens were present in 
28%. No evidence was found of the high incidence of infection 
which many believe accompanies the surgical treatment of 
hypersplenism ; infection occurred in only 1% of his cases. 
About a quarter of the cases of acquired hemolytic anzmia 
did not respond either to operation or to steroids alone or in 
combination. Only a quarter of the patients with thrombo- 
cytopenic purpura responded to steroids alone as a primary 
treatment, but nearly all responded well to the combination of 
operation and steroid therapy. Congenital hemolytic anemia 
responded well to operation unless an accessory spleen was 
present. There were twice as many complications when 
steroids were used. 


Operations on the Aorta 

R. N. WatmMan (Columbus) had observed oliguria and some- 
times anuria after resection of aortic aneurysms which was 
associated with a reduction in renal plasma-flow of 0-60%. 
In dogs it was found that reduction in renal plasma-flow to 
0—6 ml. per minute from the normal of about 12 ml. per minute 
followed clamping of the aorta, but not when the aorta was 
dissected out without being clamped. After resection of a 
segment of aorta and replacement by a vena-cava graft and 
release of the clamps the renal plasma-flow rose to normal, 
and it remained normal after three months even although the 
vein graft had now become an aneurysm. Slow clamping and 
slow release of the aorta alone did not reduce renal plasma- 
flow, and bilateral splanchnicectomy protected the animals 
from the renal effects of rapid release after clamping the aorta. 
By operating under high spinal analgesia they have avoided 
changes in renal plasma-flow in 2 further patients subjected to 
aortic resection. 

In one year 8S. R. Powers (Albany, N.Y.) encountered 4 
deaths after resection of aortic aneurysms, which were due 
largely to distal tubular necrosis. By inserting a T-shaped 
cannula into the left renal vein through a lumbar incision it 
was possible to divert the whole of the renal venous blood to 
a collecting vessel; urine also was collected, and aortic 
pressure was recorded. When the aorta was clamped, although 
the renal-arterial pressure was maintained the renal blood- 
flow was much reduced and the response to a water load was 
poor. Trimetaphan (‘ Arfonad’) reduced both systemic 
blood-pressure and renal blood-flow, but clamping the aorta 
did not now further reduce renal blood-flow, which began to 
return to normal as the effect of the trimetaphan passed off. 
He concluded that a nervous mechanism is concerned in the 
reduction of renal blood-flow which follows clamping of the 
aorta and hopes to avoid this by the use of trimetaphan. 
Powers also recommended, however, that in the patient who 
is fully under the influence of trimetaphan, distal aortic blood- 
flow should be slowly restarted, the aortic clamp being replaced 
by manual compression which is slowly relaxed over a period 
of about four minutes. 

Paradoxical hypertension may be a serious and even 
fatal complication after resection of coarcted aorta. In 30 
patients W. C. Seaty (Durham, N.C.) observed an immediate 
response during the first thirty-six hours after operation in 
7 but subsequent progress was satisfactory. In 14 patients 
the onset of the response was delayed for more than thirty-six 
hours and it lasted for seven to ten days in patients aged 4-32 
years. In 6 of these there was severe generalised cramping 
abdominal pain with vomiting, anorexia, and gaseous disten- 
sion. In 2 patients the symptoms were so severe that the 
abdomen was explored, and patchy necrosis of the small 
intestine was found ; in | case the terminal ileum was resected 
and on histological examination he found thrombosis of the 
arteries of the intestine and also in the rectus muscle. Reduc- 
tion of the blood-pressure by hydrallazine (* Apresoline ’) 
relieved the abdominal pain. In the delayed type of disturb- 
ance the changes are localised to the regions supplied by the 
aorta distal to the obstruction. 
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F. Lewis (St. Paul, Minn.) had found abdominal pain in 
18 out of 80 patients after resection of coarcted aorta, and 
in 5 it was severe enough to lead to abdominal explpration— 
| patient survived extensive gangrene of the small intestine. 
He thought the pain was worst in those who had had the 
greatest and most sustained fall in blood-pressure after 
operation and wondered whether the changes in the small 
vessels were similar to those of periarteritis nodosa. 
SEALY thought they were more like those of experimental 
renal hypertension; he had observed that the onset of 
symptoms was related to diastolic hypertension. 


Oxygenators 


The difficulties besetting those who are trying to devise 
satisfactory apparatus for maintaining blood-flow when the 
heart has been shunted were discussed in several papers. 

C. M. Matonery (Los Angeles, Calif.) had found experimen- 
tally that a high rate of blood-flow was followed by a large 
mortality which appeared to be related to the rate of flow 
through the bubble oxygenator; this mortality could be 
reduced by using two oxygenators, each with a slow rate of 
flow, thus allowing the high rate of inflow to the animal to be 
maintained. Although no serious changes were observed in 
the recipient dog’s blood chemistry the mortality-rate remained 
high. 

C. Dennis (Brooklyn, N.Y.), who had abandoned the 
bubble-oxygenator because of the risk of air-embolism, had 
found that when air is injected into the carotid artery the 


heart will survive a degree of air-embolism which the brain , 


cannot tolerate ; such dogs look fine for ten to fourteen hours 
and then become comatose and die. Moreover survival does 
not exclude the occurrence of air-embolism. 

G. Crowes (Cleveland, Ohio), who uses a membrane- 
oxygenator, thinks that fibrin, not air, emboli are the probable 
cause of death, and that these are avoided by his type of 
apparatus. 

C. W. Littexet (Minneapolis, Minn.) has, however, treated 
317 patients using a bubble type of oxygenator and thinks 
that the fundamental problem in cardiac surgery is not the 
type of oxygenator and by-pass which is used but the methods 
of dealing with the anatomical lesion. The mortality in dogs 
is high regardless of the type of apparatus used. One of the 
commonest reasons for this may be the priming of the oxygen- 
ator with blood from an anzsthetised dog, which may double 
the dose of anzsthetic to the recipient dog. If the adaptors 
are not streamlined and polished the resulting turbulence may 
cause fibrin emboli. In the helix type of debubbling apparatus 
which he uses turbulence is avoided. Another important 
factor is the rate of flow; oxygen consumption rises as the 
flow-rate is increased, and the optimum rate appears to be 
50-55 ml. per kg. per minute in patients aged 2-15 years ; 
but these values should be reduced by 20% in adults and 
increased by 20% in cyanotic disease. 


Septal Defects 


C. W. LitLe#e! described his technique of closing ventricular 
septal defects with an ‘Ivalon ’ plaque and mentioned the value 
of lung biopsy as a means of assessing the risk of operation 
in the presence of high pulmonary-arterial pressure. The 
number of vessels with intimal hypertrophy in a piece of lung 
removed through a small intercostal incision gives an indica- 
tion of the secondary effects of the pulmonary hypertension ; 
such changes may regress after treatment. Of 14 patients 
with only minor vascular disturbance none died after opera- 
tion, but there were 11 deaths in 14 patients with severe 
changes. These patients died of either cardiac or respiratory 
failure, and he emphasised that, whereas before operation the 
left ventricle plays a large part in the maintenance of the 
circulation threugh the partially obliterated pulmonary 
vessels, after operation this depends on the right ventricle 
alone which in addition now has a long sutured wound in its 
wall. 

Only 25 cases of aortico-pulmonary septal defect have been 
described ; but D. A. Cootey (Houston, Texas) encountered his 
3 cases in six weeks during 1956. Diagnosis is very difficult 
because of variation in the clinical signs. A catheter may 
pass into the innominate artery or medium may be seen 
passing out of the aorta, especially in a retrograde aortogram ; 
a lateral radiograph may then assist in distinguishing this 
defect from a persistent truncus arteriosus. Only 8 patients 
have ever been operated on, and 5 have survived; the first 
was operated on by Gross in 1948. This anomaly is a wide 
defect between two vessels and is not a duct; it should 
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therefore be dissected clear and each opening closed by 
sutures. If it is diagnosed before operation hypothermia 
should be employed, but if it is first discovered only at opera- 
tion and hypothermia is not being used it is probably wise 
to stop the operation and reopen the chest later under 
hypothermia. 


Coronary Circulation 


It has been thought that when the coronary circulation is 
arrested survival of cardiac muscle is short because of its 
continuing metabolic démands. When the heart is excluded 
from the circulation for thirty minutes the capillaries become 
plugged with small clots which stop the blood-flow when this 
is restarted ; recovery can be obtained when the coronary 
blood is first heparinised. By removing all the blood from the 
coronary vessels E. F. Wess and J. D. Howarp (Jackson, 
Miss.) were able to occlude the coronary circulation experi- 
mentally for ninety minutes with resumption of normal 
function and a resting work-load. The dogs did not survive 
because normal respiration could not be re-established. 

W. H. Spencer (Philadelphia, Pa.) described a method of 
perfusing the coronary arteries in order to extend the range 
of tolerance of hypothermia. After clamping the aorta proxi- 
mal to the arch, blood is injected into the root of the aorta 
and so perfuses the coronary circulation. The heart is subse- 
quently able to maintain a normal range of blood-pressure 
without a latent period of hypotension such as occurs without 
coronary perfusion. 


Hypothermia and the Adrenals 


The effect of hypothermia on the three phases of adrenal 
steroid fun¢tion—secretion, conjugation, and excretion—have 
been studied by H. E. Swan (Denver, Colorado). In the 
uncooled subject there is an early rise in the free blood- 
corticoid substances followed by a later and smaller rise in 
the conjugates. The urinary content of conjugates rises early 
during operation, continues to rise after operation, and falls 
during the next twenty-four hours. During cooling, which 
stimulates the adrenal cortex, free corticoids rise in the blood, 
but once cooling has been achieved no further rise occurs 
until the patient is warmed when the level of free corticoids 
rises to that found in uncooled patients. The blood-level of 
conjugates rises slowly during cooling, changes little in the 
cooled state, and does not rise as the free corticoids do after 
rewarming. The urinary output of corticoid material is 
delayed and does not rise significantly until after rewarming ; 
renal clearance of*creatinine also is depressed during the 
cooled state. Thus in hypothermia not only is the output of 
free corticoid reduced but conjugation and excretion also are 
depressed, and the two later phases remain subnormal for 
some time after rewarming ; but all three functions gradually 
return to normal in the course of a day or so. 

J. D. Harpy (Jackson, Miss.) has found that some con- 
jugation of adrenal steroids occurs in the hepatectomised 
dog, and that some other organ is concerned in this aspect of 
corticoid metabolism but possibly accounts for only a small 
part of the normal conjugation. 


Pancreatic Carcinoma 


In carcinoma of the pancreas external irradiation is of 
limited value. When 10 2C. }**Au was injected experimentally 
into the head of the pancreas (R. J. Ireron, Columbus) 
most of the gold remained in the region of the injection site, 
but some was found in adjacent lymph-nodes; little was 
excreted, no effects were observed on other organs, and 
there was no pancreatitis. This isotope may therefore be of 
value in the treatment of carcinoma of the pancreas in man. 


Pancreatitis 


Although 50-75% of patients with pancreatitis have also 
disease of the biliary tract it is believed that bile does not 
enter the pancreatic-duct system, because of the high secretory 
pressure in the pancreas. D. W. Extior (Columbus) 
cannulated the pancreatic duct and produced localised 
hemorrhagic pancreatitis by the injection of 10 ml. of bile after 
forty-eight hours of obstruction of the. duct. Accidental 
obstruction of the main pancreatic duct showed that despite 
extensive pancreatic obstruction only the area affected by 
the bile injection became hemorrhagic. The acute hemorrhagic 
process is more rapidly induced, and the animals are more ill 
when the gall-bladder is first filled with pancreatic juice 
before bile is withdrawn for injection into the pancreas. 
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CENTRAL SURGICAL ASSOCIATION 


THe 14th annual meeting of the Central Surgical 
Association was held on Feb. 21-23 at Chicago, Illinois, 
under the presidency of Dr. Ropert M. ToLLIncEer 
(Columbus, Ohio). The 46 papers presented at the meeting 
will be published in the Archives of Surgery. 


Analysis of Lung Tissue 

Spectrographic analysis of lung resected from 
patients with industrial lung disease has shown the presence 
of manganese, silicon, thorium, iron, zinc, and silver (in a 
patient who had used nasal drops for a prolonged period). 
R. Jensrk (University of Illinois) in reporting these observa- 
tions suggested that this method of analysis might be profitably 
applied to lung tissue which showed no evidence of malignant 
disease or infection. 


tissue 


Colostomy 


In order to avoid the fluid losses which follow the establish- 
ment of a double-barrelled colostomy aiter resection of an 
irreducible ileocecal intussusception, J. A. Roongy (Loyola 
University) has devised a T-shaped anastomosis. About 2 
inches of the end of the ileum is denuded of mesentery and is 
pushed into the lumen of the transverse colon. The proximal 
stump of colon is then brought out as a single-barrelled 
colostomy through a separate incision. This allows the small 
intestine to drain freely into the colon, but there is little loss 
of intestinal contents from the colostomy. 


Pancreatitis 


pancreatitis often umproves if 


{ecurrent any associated 
disease of the biliary system is relieved. C. Puestow (Univer- 
sity of Illinois) believes that progression or recurrence of the 
pancreatitis is related to constriction of the proximal part 
of the main pancreatic duct. When only the tail of the gland 
is involved local resection is often satisfactory. Pancreatitis 
confined to the head of the gland can be treated by excision 
with anastomosis of the distal part of the gland to the 
jejunum, but this carries a fairly high mortality-rate. He 
therefore recommends cutting slices off the tail of the gland 
until the main duct is seen to be dilated; the duct is then 
slit to open it more widely and the proximal stump of the 
gland is inserted into the side of a Roux-Y limb of jejunum 


for 2 inches and the wall of jejunum is sewn to the serosa of 


the pancreas. This type of procedure has been employed in 
15 patients, 13 of whom subsequently gained weight, were 
relieved of pain, and passed normal stools. Since all these 
patients had constrictions of the proximal part of the main 
pancreatic duct of up to 6 em. in length, no benefit would have 
followed division of the sphincter of Oddi, and prolonged 
drainage or anastomosis of the common bile-duct would 
probably have been of little value. 


Lumbar Sympathectomy 


In order to determine directly at operation the area affected 
by lumbar sympathectomy W. C. RANDALL (Loyola Univer 
sity) applied wide bands of starch paper to the lower limbs 
after these had been painted with iodine. A very wide 
variation in anatomical arrangement of the lumbar sympathetic 
chain was found, preganglionic fibres entering at any level 
from Ll to L5. Since there is no way of predicting the 
effects of sympathectomy apart from the sweating test, either 
this should be done routinely on the operating-table or the 
conventional excision of L2-3 should be extended to L1-—5. 
No evidence of sweating in the opposite limb was found, so it 
seems unlikely that fibres cross the midline. 


Carcinoma of Breast 


The surgical treatment of 230 patients with carcinoma of 
the breast between 1946 and 1951 was reviewed by 8S. P. 
Rieter (University of Chicago). Radical mastectomy was 
employed in 90% of cases with 2 postoperative deaths ; 56°, 
survived for five years, but not all without further evidence 
of the disease. These patients did not represent a true 
sample of the population of the country as a whole. 


Aganglionic Megacolon 
Intestinal obstruction unrelieved by conservative treatment 


affects only a minority of infants with aganglionic megacolon, 
but in these the mortality-rate varies from 25°% to 60%. W.K. 


Sieper (Pittsburgh, Penn.) reported 30 such cases in infants 
under 6 months of age ; only 6 were females. 


Of 18 less than 
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a month old 7 died, 2 survived without colostomy, and in the 
remainder colostomy led to rapid improvement. Of the 12 
older patients, 3 died, and in 2 survival followed colostomy ; 
3 died of peritonitis, which in 2 cases was due to perforation 
of the bowel following enemas ; 4 died after prolonged iueffec- 
tual ** medical management,’’ 2 of pseudomembranous colitis, 
and | after colostomy had failed to relieve obstruction when 
the entire colon was affected by the aganglionic lesion. It is 
dangerous to delay colostomy proximal to the affected seg- 
ment, which results in prompt recovery except m the presence 
of pseudomembranous colitis or severe disturbance of body- 
fluid equilibrium. 
Arterial (‘jrafting 

H. B. SHumacker (Indianapolis, Ind.) reviewed the fate of 
80 plastic grafts applied to large vessels. In only 1 instance 
was failure due to the graft. Nylon filter fabric seems to be 
suitable for replacement of the distal part of the aortic arch 
and thoracic and abdominal aorta and the bifurcation ; 
braided nylon grafts do well between the aorta and the iliac 
and femoral arteries. 

D. E. Szrmacyi (Detroit, Mich.) examined by serial angio- 
grams and histologically the results of 200 arterial homografts. 
Various grades and types of degenerative change were found 
in about 20% of the grafts, but there was no evidence of 
thrombosis attributable to defects of the graft itself. Rupture 
of the graft, with the formation of an aneurysm, may be 
commoner than has been suspected. Though there seem to 
be grounds for preferring plastic grafts to homografts, he 
believes that the life of plastic materials is limited. 


Portal System and Liver 

Percutaneous splenoportography was discussed by M. 8, 
Dre WeEsE (Ann Arbor, Mich.). The procedure was attempted 
134 times in 120 patients, with 85% successes. 30 ml. of 70% 
* Urecon * was injected in four seconds, the first film being 
taken half way through the injection. A good shadow of the 
portal venous system appeared after twenty seconds. The 
procedure was complicated by bleeding in 6 patients, pneumo- 
thorax in 3, and subcapsular extravasation of blood in 3. In 9 
cases the needle did not enter the spleen. Collateral vessels 
may be shown in portal hypertension and cirrhosis, but not 
in normal patients. Useful information of the state of the 
portal vein may be obtained. A filling defect in the liver was 
seen in 5 cases of primary hepatic neoplasm, and neoplasms 
of the body (but not the head) of the pancreas may be shown 
by venous filling defects. This method of investigation should 
not be used if laparotomy is indicated anyway. 

W. A. AvLTeMeErR (Cincinnati, Ohio) described 3 examples 
of cholangioma, a rare type of carcinoma of the intrahepatic 
bile-ducts. It progresses slowly over years, sometimes in 
young subjects, resembling an inflammatory rather than a 
malignant neoplastic process; ultimately it causes stenosis 
of the bile-ducts, progressive jaundice, and impaired liver 
function. Histological examination usually leads to a diag- 
nosis of sclerosing cholangitis. 2 of his patients were repeatedly 
subjected to operation during several years. Though the 
ultimate prognosis is bad, survival is usually much longer 
than with other carcinomas of the bile-ducts. 


Lung Function 

W. E. Apams (Chicago, IIL.) and his group compared the 
response to exercise of dogs whose lung volumes had been 
acutely reduced by 75-85% with others in which a similar 
reduction had been made six or seven years earlier. In the 
first group, the average resting pulmonary arterial pressure 
was 90°, above normal, but in the second group the pressure 
was only 20°, above normal. Exercise caused only a 17% 
further increase in pressure in the first group, but an 80% 
increase in the second. In both groups of animals the oxygen 
saturation and systemic blood-pressure differed only slightly 
from normal. Although some compensation occurs at rest as 
time elapses after pneumonectomy the capacity for response to 
exercise remains poor; clearly the less lung removed the 
better, and lobectomy should be preferred to pneumonectomy. 


Postoperative Nitrogen Balance 

J. C. Pepen (St. Louis, Mo.) described the anabolic effect 
of 17 «-ethyl-17-hydroxy androsterone (* Nilevar’) in women 
after hysterectomy and similar operations. They were given 
78 g. protein and 900 calories daily, by intravenous infusion 
for four days and by mouth for three days. On this inadequate 
intake the controls remained in negative nitrogen balance 
throughout the fourteen postoperative days for which they 
were observed, whereas the patients given the steroid 
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remained in positive nitrogen balance, even during the 
second week when the steroid was not given. 


Parotid Tumours 


O. H. Braurs (Rochester, Minn.) reviewed all the cases 
of mixed tumour of the parotid gland seen at the Mayo Clinic 
between 1907 and 1954, and concluded that any tumour 
which, after a long period of slow growth, begins to grow more 
rapidly should be suspected of having become malignant, 
especially if there is also facial palsy. If necessary the 
diagnosis should be confirmed by biopsy. When the facial 
nerve is already damaged or has to be sacrificed at operation 
an immediate nerve-graft using the auriculotemporal nerve 
should be used. E. 8S. Jupp remarked that it might be ten 
to sixteen months before any restoration of function wag 
evident, but that ultimately the functional result was quite 


good. 
The sophagus 


F. 8. Cross (Cleveland, Ohio) described the use of cine- 
fluorography in the study of neuromuscular abnormalities in 
the cesophagus. In combination with study of the intra- 
luminar pressure it has been found that such neuromuscular 
disturbances as segmentation and cardiospasm are not 
separate entities but degrees of a similar kind of disturbance, 
and are often seen together. Their relation to the formation 
of diverticula and hiatus hernia was shown in a film. 

In acquired short cesophagus D. B. Errier (Cleveland, 
Ohio) moves the cardio-cesophageal junction forwards through 
an incision dividing the crus and the adjacent portion of the 
diaphragm, then closes the diaphragm behind the cesophagus 
so that the cardio-cwsophageal junction lies below the 
diaphragm ; finally the phrenic nerve is crushed. 


REVIEWS OF BOOKS 
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E. R. Maurer (Cincinnati, Ohio) pointed out that the size 
of a hiatus hernia was often not related to the severity of the 
disturbance it caused, or the complications which are associated 
with it. H.C. Fisner (Denver, Col.) believes that the treat- 
ment of wsophagitis is more important than the cure of a 
hiatus hernia. ‘Esophagitis may respond to a holiday or 
require gastric resection, but he recommended gastrojejuno- 
stomy and vagotomy. W. E. Apams (Chicago, Il.) pointed 
out that simply crushing the phrenic nerve may give lasting 
relief to elderly or debilitated patients with hiatus hernia. 
He suggested that in obstructed lesions the esophagus should 
be drained above the obstruction by lateral gastro-cesophageal 
anastomosis, and the stomach below the diaphragm by gastro- 
jejunostomy. J. K. Berman (Indianapolis, Ind.) reminded 
the meeting that good access to the hiatus could be obtained 
by dividing the left coronary ligament, and that only an 
abdominal approach to the hiatus allowed an adequate 
examination of the stomach, duodenum, pancreas, and gall- 
bladder, in which he has found associated lesions in 17% of 
his cases. 

R. A. Mustarp (Toronto, Ont.) reviewed 381 cases of 
primary carcinoma of the hypopharynx and csophagus 
treated in the Toronto General Hospital in 1937-53. The 
results of high-voltage irradiation were not good. Surgical 
excision led to a longer survival, but the operative-mortality 
rate was 36%. With ®Co, swallowing is often much 
improved,.and symptomatic relief is achieved more certainly 
and readily than with high-voltage irradiation or operation. 
The ultimate outlook seems no better. He suggested that 
radical surgery should be reserved for patients in good physical 
condition with early localised lesions and the remainder 
treated with ®°Co. 





Reviews of Books 


Official History of the Canadian Medical Services, 

1939-1945 

Vol. 1. Organization and Campaigns. Edited by W. R. 
FERASBY, B.A., M.D., lieutenant-colonel, R.C.A.M.C., sup- 
plementary reserve. Ottawa: Edmond Cloutier. 1956. 
Pp. 566. $5. 

Tus beautifully produced book appears some months 
after the second volume, which dealt with clinical and 
professional aspects (see Lancet, 1955, ii, 1373). This 
one describes the organisation, development, and cam- 
paigns of the medical and dental services. From a corps 
consisting in 1939 of 40 medical officers and of other ranks 
in proportion, the medical services of the three Armed 
Forces grew into sister-organisations containing 5219 
medical officers, 4172 nursing sisters, and 40,112 other 
ranks and ratings; and more than 2 million casualties 
passed through their hands. The record is as factual as 
painstaking research could make it; and, like most 
official histories, it is based mainly on reports submitted 
by smaller field units to headquarters. In such reports 
events tend to fall into a more orderly and deliberate 
pattern than they had in reality; but even those with 
no personal memories to revive Will find this an exciting 
record, and to the professional historian and medical 
administrator—both military and civilian—it will prove 
an invaluabie source of reference and a fund of useful 
information. 


Enzyme, Antigen and Virus 
A Study of Macromolecular Pattern in Action. F. 
MACFARLANE BURNET, KT., F.R.S., F.R.C.P., director, Walter 
and Eliza Hall Institute of Medical Research, Melbourne. 
London: Cambridge University Press. 1956. Pp. 193. 
18s. 


In this fascinating monograph, Sir Macfarlane Burnet 
has taken three biological phenomena—the formation 
of adaptive enzymes, the production of specific anti- 
bodies, and the multiplication of influenza viruses—and 
has discussed their basic similarities. In each case there 
is growing evidence that ribonucleic acid:, are intimately 
connected with directing the synthesis of new protein, 
and the evidence with regard to tobacco-mosaic virus 
(which has been published since this monograph was 
written) is even more direct. Burnet’s theme, which is 
most clearly stated in the concluding chapter, is that 


physico-chemical concepts cannot be expected to have 
much value in explaining how such highly complex 
macromolecules are synthesised, and that the methods 
by which the cell transfers information about protein 
synthesis are best understood in terms of communica- 
tions theory. The nucleic acid is thought of as analogous 
to the coded instructions which are fed to a computing 
machine, and Burnet has grave doubts whether orthodox 
chemical methods will be capable of decoding the 
instructions. 

The author has never been deterred from putting 
forward a hypothesis by the thought that it might be 
wide of the mark, and the success of his policy has been 
amply justified by his brilliant prediction of the recent 
work of Medawar and his colleagues on immunological 
paralysis. If this monograph has the effect of stimulating 
people to new experiments it will have satisfied its 
author’s purpose. Certainly biologists in many fields, 
and physicists and chemists with an interest in biology, 
will find this monograph highly provocative. 


The Care of the Expectant Mother 
JOSEPHINE BARNES, M.A., D.M., M.R.C.P., F.R.C.S., F.R.C.0.G., 
assistant obstetrician and gynecologist, Charing Cross 
Hospital and Elizabeth Garrett Anderson Hospital. 
London: Pitman Medical Publishing Co. 1956. Pp. 270. 
30s. 


Tuts book has been written primarily for those whose 
principal contribution to the maternity services is the 
conduct of antenatal care. 


In the first section a brief description of anatomy and 
physiology is followed by chapters on clinical examination, 
special investigations, advice to the mother, and preparation 
for childbirth. The last chapter in this section gives very 
useful information about the maternity services in Britain. 
In the second section the author deals with complications of 
pregnancy, and in the third describes the general diseases 
which may complicate pregnancy. 


Rather more dogmatic teaching would’ have been of 
advantage in a book of this scope. In. particular, more 
detailed advice might have been given about the 
types of case which should be referred, for hospital con- 
finement or for specialist opinion. This work does 
not pretend to be a textbook of obstetrics; but it 
will meet a definite need for a short readable guide 
to those who look after women during the antenatal 
period. 
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Changes in Body-water Compartments during Growth 
Bent Friis-HANSEN, clinical assistant in the Department 
of Pediatrics, Rigshospitalet, Copenhagen. Copenhagen : 
Munksgaard. 1956. Pp. 68. Cr. 25. 


THIS monograph, which is also available as supplement 
110 of Acta Pediatrica, gives the results of the author's 
observations on 93 infants and children. 


By supplementing his own results with others that have 
been reported, he has built up a very complete account of 
what is known of total body-water, and of extracellular and 
intracellular fluid, throughout feetal life, infancy, and child 
hood. While intracellular fluid, as a percentage of body 
weight, almost constant, there is a striking fall in 
extracellular fluid, and it is this change which is mainly 
responsible for the decline in the proportion of body-weight 
accounted for by body-fluid. Although these conclusions are 


stays 
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familiar to many, it is convenient to have the evidence for 
them collected in one publication ; and this should prove a 


useful work of reference. The text is in English, with 
summaries in English and Danish. 
Religious Factors in Mental Illness 
Wayne E. Oates. London: Allen & Unwin 1956. 
Pp. 239. 16s. 


CHAPLAINS to mental hospitals have a difficult task, 
for which as a rule they have had little or no special 
preparation. In this little work the problems they will 
encounter are described and illustrated from hospital 
practice, of which the author has had considerable 
experience both as chaplain and as teacher of pastoral 
counselling to missionary and other students. He gives 
advice which will enable psychiatrist and clergyman 
to work helpfully together. 





New Inventions 


AN ADJUSTABLE GUIDE-DIRECTOR FOR 
TRIFIN NAIL INSERTION 


THE insertion of cannulated nails and _ nail-plate 
appliances has become standard surgical yvvactice in 
treatment of frac- 


tures about the 
femoral neck. 
Whilst it is true 
that experienced 
surgeons some 
times dispense with 
mechanical aids in 
these operations, 
for the majority 
one or other of the 
many guide-wire 
directors is often 
helpful. 

For Smith- 
Petersen nail inser 
tion, the technique 
requires estimation 
of an angle which 
will take the guide- 
wire into position 
in the head from 
a selected point on the femoral cortex. Insertion of a 
fixed-angle nail-plate, on the other hand, entails finding 
a suitable point of entry on the cortex for a nail whose 
angle of inser- 
tion is prede- 
r termined in 
manufacture 
(180-135°). 
f Where a long 
low nail tech- 
nique is 
favoured for 
| sub-capital 
fractures, a 
line from the 
centre of the 
head passing 
just above the 
calcar femor- 
ale determines 
both the point 
of entry in the 
cortex for the 
nail and its 
angle of inser- 
tion. To be of 
practical 
value, a guide- 
wire director 
should provide 
this informa- 
tion simply 
and quickly. 

A protractor 
type of direc- 





Fig. |—Adjustable guide-wire director, which 
is sterilised. 
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Fig. 2—The wet film applied to the perspex 
protractor (not sterilised) by a theatre assist- 
ant, slid into proper register and held up to the 
operator for selection of angle. 


tor, which has proved reliable and simple in use, has come 
to be adopted in nailing technique in our unit during the 
past four years. 

The director is designed on a principle similar to that 
described by King in 1939 ' and aims to provide accurate 
placing of the nail in the anteroposterior radiographic 
projection, leaving the position in the lateral projection 
to be estimated by the surgeon. Two pieces of equipment 
are required as illustrated—a metal adjustable guide- 
wire director (fig. 1) and a ‘ Perspex’ sheet protractor. 
The desired angle of nail-insertion from a fixed point 
on the femur, or the suitable point of entry for a fixed- 
angle nail-plate is determined, after manipulative 
reduction of the fracture and exposure of the femur, 
by taking an anteroposterior radiograph with a marker 
held against the femoral cortex. This wet film is applied 
to the perspex 
sheet and, by 
sliding it into 
register with 
the protractor 
(fig. 2), the 
particular 
angle and point 
of entry can be 
chosen and 
then trans- 
ferred to the 
femur by the 
suitably ad- 
justed guide- 
wire director. 
As shown in the 
illustrations, a 
bradawl marks 
the selected 
entry point for 
ordinary 
Smith-Petersen 
nailing. For 
nail-plate and 





long low nail Fig. 3—A guide-wire inserted through the 
insertion. the director which has been set to the angle 
director itself indicated and held firmly against the femur. 


is held against 

the femur as the marker, and the particular notch on its 
straight edge is chosen which will carry the appliance 
into correct position in the femoral head and neck. 
The femoral cortex is drilled at the point of entry 
in the usual way, the director set to the selected angle, 
and the guide wire passed with the director held firmly 
in position against the femur (fig. 3). The same tech- 
nique has also been used for convenient selection of 
site’ and direction of cut in performing McMurray 
osteotomy. 

due to Mr. A. MacDonald for 
making the original prototype and to Mr. G. Donald 
for the photographs. The present instrument has been 
made for me by Messrs. Down Bros. and Mayer & Phelps, 
London. 


Acknowledgment is 


J. T. BRownN 


Western Infirmary, ‘ 
M.B. Glasg., F.R.C.S.E. 


Glasgow 


1. King, T. Brit. J. 1939, 26, 721. 
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Penicillin-V Lilly is an effective oral penicillin that is 
™ stable in the acid form and is not inactivated by gastric 
secretions. For the first time in oral penicillin therapy, 
on clinical results produced are consistently comparable 
le 7 with treatment by parenteral penicillin. 
f° When the case calls for penicillin, let Penicillin-V 
oe , Lilly—the penicillin that ‘* passes the acid test ”’—be 
os Ps your choice. 
ic ow The average dose is 0.5 Gm. daily—125 mg. four 
‘t AF times in 24 hours, increased in severe infections. 
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“ fvailable as 
4 F *Pulvules’ 125 mg. (200,000 units), also 250 mg. and 60 mg. 
° (Paediatric) 
it Suspension 62.5 mg. per 5 cc. For Paediatric use. 
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FURUNCULOSIS 
Diagnosis: Obstinate : 
3 eczema of the face. It has been shown beyond question by large scale serum- 
" Photograph taken before lipids studies that a good proportion of patients suffering 
4 treatment with “F99"- from intractable skin conditions have a deficiency of the 
, essential fatty acids. It is not possible to carry out these 
. studies in everyday practice, but any patient with eczema 
, . or or furunculosis who fails to respond to symptomatic 
a epee Frm = re treatment should most certainly be tried with essential 
¢ gh rene coda fatty acids “‘ F99.” A high proportion of these patients 
one “F999” capsule and - 
, one application of “*F99"" will be found to respond. ‘ | 
oietment dally. In gravitational ulcers, where the skin is “under- 
nourished,” the application of additional essential fatty 
4 acids rarely fails to heal the wound. 
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The broom-shaped mould 





As long ago as 1701, the Italian botanist Micheli described Mucor PENICILLATUS, 
which means simply the broom-shaped mould. It is a far cry from this pre-Linnaean 
classification of PENICILLIUM to the researches of Fleming, Florey and Chain, yet the 
name is apter than anyone knew, for what antibiotic makes a cleaner sweep of 
pathogenic organisms ? 

Penicillin is not a cure-all, nor has it been superseded by the newer antibiotics. 
It is active against all the diseases caused by penicillin-sensitive organisms: no 
more and no less. World-wide research has so far failed to disclose any substance 
possessing penicillin’s unique blend of high efficacy and low toxicity. It is the best 
known and the most versatile of antibacterial substances, pharmacologically almost 
inert yet therapeutically invaluable. And: ‘‘There has been no clear demon- 
stration that a strain of stapHYLococcus, initially sensitive to penicillin, has, 


under the impact of therapy in a given case, become resistant’’.* 





Glaxo penic illin has now been 
imong the many Glaxo penicillin 


fully available to the general prac- products the first and most versatile is 
titioner for ten years. Our un- CRYSTAPEN 
rivalled knowledge of it is based TRADE MARK 


7 Indicated particularly for acute infections, 
=x “ V “ 7 *S ~e “Cc a no : . 
on extensive research and large it is available in several forms: 
scale manufacture. Crystalline sodium benzylpenicillin 
(penicillin G)—for injection 
*Annals N.Y. Acad. Sci., 1954, §95 243. 
Sodium penicillin G—as ointment 
(two strengths) 


Potassium penicillin G—as tablets 
(two strengths) and oral liquid 
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Lung Cancer in Women 
LUNG cancer is increasing among women: but the 
tenfold rise in the past forty years has been over- 
shadowed by the far more dramatic change in men. 
In England and Wales for the years 1911-15 the age- 
specific death-rate for women was 9 per million living, 
and by 1951-53 it had risen to 96; in the same time 


the rate for men had increased from 15 to 569.1 The 
changes are most profitably visualised in cohort 


analyses of the mortality-rates, and Cass ? has lately 
emphasised the great value of this method of analysis 
as a narrative or historical technique. It allows the 
changing pattern of the recorded mortality to be seen 
in temporal relation to the changing structure and 
environment of the population; and knowledge 
derived from social and medical history can be used 
to interpret it. Cohort analysis follows the dev elop- 
ment of some attribute, in this case the rate of dying 
from lung cancer, in a group of people born within a 
defined period. Thus, for lung cancer, the age-specific 
death-rates of women in England and Wales born 
around the year 1871 was 0-026 per thousand living 
when the group had reached the age of 50 to 54; but 
the cohort born around 1901 were subject at the same 
age to a rate five times as great (0-135). For men, 
the comparable rates were 0-066 and 1-231—almost a 
twenty-fold increase. CASE ® analysed the death-rates 
for cancer at 21 sites during the period 1911-54 in 
England and Wales. He found that the male death- 
rates at ages over 60 were always higher than the 
female for the sites common to both, and in all but 5 
sites the male rate was higher at all ages studied. 
The death-rate from cancer at all sites in both sexes 
has fallen between 1911 and 1954; on the other hand 
the rate for all sites in men is rising; but, if lung 
cancer is excluded, the trend, as in women, is down- 
wards, and the mortality-rates for all sites except 
lung at the age of 50-54 in persons born around 1901 
are, for men, 70°, and, for women, 80°, of the rates 
that affected those born thirty years earlier. In 
women, as in men, the mortality-rates for lung cancer 
show a steady rise with each succeeding cohort. 

The histological pattern of the disease differs in the 
two sexes. In necropsy material the adenocarcinomas 
have been reported to be divided almost equally 
between men and women, with in some cases a slight 
predominance of men.*-? In material obtained by 
biopsy the reported ratio of men to women has in 
general been higher, up to 3-3 to 1 and 4-4 to 1 in 
this country. ® Adenocarcinomas undoubtedly form 
a higher proportion of all lung tumours in women than 
in men.*™ Because of the varying criteria of classifi- 
1. Case, R. A. M., Pearson, J. T. Cancer Death-Rates by Site, 
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cation, it is hard to estimate changes in the pattern 
of histological types throughout the period of the 
disease’s increase. There is no convincing proof that 
adenocarcinomas have not increased at all; but there 
is suggestive evidence that the increase has been 
least in this type of tumour.'* For this and other 
reasons, many people believe that there are two types 
of lung cancer, exogenous and endogenous in origin. 
The adenocarcinomas, bronchiolar-cell carcinomas, 
adenomas, and salivary-gland tumours form the 
endogenous tumours, which have an equal sex inci- 
dence and no connection with known external 
irritants.!4 

In both men and women, the close connection 
between tobacco-smoking and lung cancer has been 
conclusively demonstrated. DoLL and BRADFORD 
Hitx,*® for instance, found that 37°, of 108 women 
with lung cancer were non-smokers, compared with 
55% of their paired controls ; 11°, of those with lung 

cancer had been smoking 25 cigarettes or more a day, 
compared with only 0-9°%, of the controls. The rela- 
tionship of smoking to the development of particular 
histological types of lung cancer has also been investi- 
gated.* 14-17 From a study of 300 patients in Norway, 
KREYBERG 44 concluded that tobacco-smoking was 
not an important cause in the development of the 
adenocarcinoma group of tumours in either men or 
women. In the U.S.A., WyNnpeER and his colleagues *” 
studied the smoking habits of 105 women with lung 
cancer and compared them with those of 1304 women 
with cancer or benign tumours at other sites. Of the 
41 with adenocarcinomas 29 were non-smokers: the 
number expected on the assumption that the smoking 
habit of these 41 women was the same as that of the 
patients without lung cancer was 32. On the other 
hand, only 16 of 41 women with squamous carcinomas 
were non-smokers, compared with the expected num- 
ber of 30; and there were 5 non-smokers among the 
14 with anaplastic carcinomas, the expected number 
being 10. A high proportion of adenocarcinomas 
would be expected in women if this type were not 
caused by smoking, for fewer women smoke and 
fewer of those who do smoke heavily. A social survey 
in this country in 1951 showed that 53°, of women 
did not smoke and only 6°, smoked 15 or more a day.*® 
In the U.S.A., Wynper et al. found that about half 
the women under 50 and most of those over 50 in 
their control group were non-smokers and that less 
than 2° of the women over 50 smoked as much as a 
packet a day. The differences in the mortality-rates 
for lung cancer in men and women have been used in 
the past to try to refute the unwelcome conclusion 
that smoking causes lung cancer. In fact, the pattern 
of the disease and the smoking habits of women add 
further support to an already overwhelming case. 
From an investigation of lung cancer in non-smokers, 
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Dott '* concluded that the proportion of men and 
women among them was consistent with the hypo- 
thesis that in the absence of smoking and exposure to 
industrial carcinogens the death-rates are equal in the 
sexes; and HAENSZEL et al.,)® in the U.S.A., found 
that the known difference in smoking habits could be 
expected to lead to an incidence among men approx- 
imately four times that in women—which is approx- 
imately the present sex-ratio in the mortality statistics 
of that country. 

There is some evidence that relatively fewer women 
than men with lung cancer are seen at hospitals. The 
sex-ratio from death certificates in 1951-53 was 
5-9 to 1; and from a necropsy series from eight 
hospitals in London during 1948-52 it was 4-7 to 1.’ 
But the ratios in most series compiled from the records 
of attendance at or admission to hospitals have been 
higher. In the group reported by Dott and BRADFORD 
Hix ® from several general and special hospitals in 
1948-52, the ratio was as high as 13 to 1, and ratios 
of a similar order have been recorded in thoracic 
surgical centres, special hospitals, and radiotherapy 
departments.®*} 122071 In a large series from hos- 
pitals in Birmingham *2 during the years 1936-52, 
the ratio was 7 to 1, and among those tre: ated surgically 
it was 15 to 1. Differences between the sexes are also 
seen in the pattern of histological types. The propor- 
tion of differentiated tumours in necropsy series seems 
to be much the same in the two sexes,® ? but among 
hospital admissions and attendances *-!°!2 and in 
surgically treated patients ™ 2" not only have there 
been relatively fewer women but also relatively fewer 
with differentiated tumours. Little has been reported 
about differences between the sexes in the evolution 
and modes of presentation of the disease. The pattern 
of survival in untreated patients, however, has been 
said to be broadly similar in men and women * ; and 
it seems likely that proportionately fewer women 
have been operated on in the past. In the series of 910 
patients described by NICHOLSON and his colleagues ™ 
there were 70 women, and only 5 (7%) had a resection 
“with any hope of cure.” A significantly better 
prognosis after operation has, however, been recorded 
in women. BIGNALL and Moon ™ found two-year and 
five-year survival-rates of 65°, and 57% among 41 
women, compared with 46% and 31% among 412 
men; more of the women had undifferentiated 
tumours, but fewer had enlarged mediastinal nodes. 

Lung cancer in women has in general received less 
attention than the disease in men. It has been esti- 
mated ** that the male death-rate in England and 
Wales may increase from its present level of 687 per 
million to 1350 per million before it stabilises, and the 
incidence of lung cancer in women will also increase. 
It may rise more rapidly than it has done in the past, 
since the fashion of heavy cigarette-smoking evolved 
more recently in women than in men and its effects 
may only now be starting to influence the national 
death-rates from this partly preventable disease. 
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"Effects of Fetal Aieusn 


THE adjustment from intra-uterine to extra-uterine 
life is one of the most important and difficult changes in 
any individual's life. Fortunately, for most of us it is 
a physiological process, but for too many it still carries 
a mortality and morbidity of its own. While perinatal 
mortality remains challengingly high, it naturally 
receives more attention than perinatal morbidity ; but 
it should not be forgotten that many infants who 
survive the perinatal period do so only with a severe 
handicap. The recent work on perinatal mortality 
by Bounp and his colleagues’ has shown that even 
when accurate clinical data are matched with careful 
pathological examinations, it is hard to correlate 
clinical cause with pathological effect. This is not 
altogether surprising in view of the infinitely variable 
complications of late pregnancy and labour, the poor 
definition of many neonatal syndromes, and the 
limitations of even expert pathological examination of 
stillbirth and neonatal deaths. 

If this is true of severe lesions which cause death, 
and which can be studied in recent necropsy material, 
it shows bow formidable is the task of delineating the 
influence of Lirth hazards on surviving infants. Over 
a century ago, LirrLe? suggested that cerebral 
anoxia caused spastic diplegia, and much work has 
been done since then. Methodological! difficulties have 
made much of this evidence hard to interpret and 
there are many contradictions. Many workers have 
favoured the retrospective inquiry, in which groups of 
abnormal children were selected and their birth 
histories investigated. It has been shown*-’ without 
doubt that many children with cerebral palsy, mental 
retardation, epilepsy, and behaviour disorders have a 
history of prematurity, difficult birth, or neonatal 
anoxia. There is a very strong case for blaming trauma 
or anoxia for the cerebral palsies not due to kernic- 
terus, but it is not so certain that mental retardation 
is a common sequel of perinatal lesions. YANNET,* 
surveying 2500 admissions to a school for the mentally 
retarded, could attribute only 3% to mechanisms 
associated with the process of birth. Some of the 
objections to retrospective techniques have been 
eliminated in a series of studies by LILIENFIELD and 
his colleagues.*-"* They selected a group of abnormal 
children born between certain dates, and the birth 
certificates of these children were extracted. The next 
birth certificate relating to a child of the same sex, 
race, maternal age, and parity was then taken as a 
control ; and the birth history of the abnormal child 
was then compared with his matched control. A 
highly significant association was demonstrated 
between complications of pregnancy and labour and 
the development of cerebral palsy,'® epilepsy," and 
mental deficiency.** There was a lesser association 
with behaviour #* and reading Guesden, and some 
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issociation with tics,'* but none with speech diffi- 
ulties.15 Conditions associated with a sustained 
ntra-uterine hazard, such as pre-eclamptic toxemia 
or bleeding in late pregnancy, seemed to be a greater 
threat than short-lived anoxic states or difficult labour. 
Important as these findings are in assessing the 
contribution made by perinatal events to the total 
number of handicapped children, they give little 
guidance to the doctor who is trying to predict the 
course of a particular child whose independent exis- 
tence has been achieved only with difficulty. This 
guidance can be gained only from longitudinal studies 
of many closely observed pregnancies. The pioneer 
work has not given a definite answer : some investiga- 
tions 1*18 revealed considerable deviations from 
normal, whereas others '*-** detected little harm from 
adverse birth conditions. But direct comparison of 
these results is not altogether justifiable: some are 
based on a study of babies slow to start breathing, 
others on children born after difficult or long labour ; 
and the assessment of normality is hardly a standard- 
ised procedure. It is clear, however, that many babies 
can survive long periods of asphyxia without damage 
to the nervous system or the intellect—a tribute to 
the infant’s powers of withstanding hypoxia,” as well 
as an encouragement to those who plead for more 
active resuscitation of the newborn. Nevertheless, 
these results must lack precision because of the many 
variable factors in normal birth; for example, the 
clinical state of the newborn infant is only a rough 
guide to the degree and duration of intra-uterine 
anoxia. Recoverable lesions of nerve-cells cannot be 
distinguished on clinical grounds from permanent 
destruction, and independent genetic and cultural 
influences may affect both the foetus and the process 
of birth, giving rise to a spurious causal association. 
Some, but by no means all, of these difficulties may 
be lessened by adopting a specific objective measure 
of the infant’s condition at birth as a basis for follow- 
up studies ; and the most readily accepted measure is 
that of oxygen saturation. The normal infant achieves 
an arterial oxygen saturation of over 90°% in the 
first hour of life, and infants who fail to do so may be 
considered hypoxic. It is of obvious interest to relate 
their later development to the degree of hypoxia at 
birth, and three such inquiries *4~** are in progress. 
It is still too early to say whether they will solve the 
main problem : it seems unlikely that they will, since 
hypoxia at birth is only one of many variables that 
may affect development, and it may be a sign only of 
some underlying disorder which may itself vary con- 
siderably in its eftect on the infant. Thus, anoxia at 
birth may be due to a temporary interruption of foetal 
oxygen-supply caused by traction on the umbilical 
cord, or to a mild depression of the infant’s respiratory 
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centre by anzsthesia given to the mother ; again, it 
may be the result of severe intracranial hemorrhage 
or long-continued exposure to an unfavourable 
uterine environment, as in pre-eclamptic toxzemia. 
Clearly, all these factors cannot be eliminated in 
planning and controlling such investigations. APGAR 
and her associates > found no correlation between the 
blood-oxygen levels measured in the first three hours 
after birth and intelligence as tested in early child- 
hood. PENNOYER’s work 2¢ has not reached the stage 
of providing follow-up data, but there are some inter- 
esting preliminary findings. Anesthesia other than 
pudendal block, and analgesia if given in moderate 
doses within four hours of delivery, produced some 
reduction in oxygen saturation. The cord oxygen 
saturation was low in 54 complicated deliveries, and 
these babies and those subjected to prenatal compli- 
cations both had difficulty in reaching normal satura- 
tions within one hour. It does seem, therefore, thet 
oxygen saturation in the first hour of life is some 
guide to perinatal hazard. This extends the work of 
MontTcoMERY et al.?”? and Roots and SJ6sTeptT,** who 
have examined the influence of casarean section on 
the oxygen saturation of cord blood and shown that 
cxesarean section, especially if performed under inha- 
lation anzsthesia, leads to hypoxia. Whether the 
measurement of oxygen saturation is a better measure 
of the clinical state of the baby than careful observa- 
tion, duration of apnoea,?® or measurements of respira- 
tory volume,*® is difficult to say, but it is less 
vulnerable to subjective impressions and, with accurate 
techniques, it is reproducible. 

The last words on the prognosis of foetal anoxia 
remain to be written. Until then, it is essential to 
remember that reduction of mortality is not the only 
goal: physiological parturition must be the aim and 
the infant must not, without very good reason, be 
exposed to anything that may conceivably be harmful. 
While awaiting the results of ‘further investigations, we 
must do everything possible to help infants to recover 
from an abnormal birth and adapt themselves success- 
fully to extra-uterine life. 


Remuneration 


Tue members of the Royal Commission to inquire into 
the remuneration of doctors and dentists were made 
known on Tuesday. The chairman is. Sir Harry 
PILKINGTON and the names of the other members appear 
on p. 583. The terms of reference were announced earlier.*! 

At a meeting with the Pruwe MINIsTER this week, the 
joint chairmen of the Negotiating Committee, Sir RussELL 
Brain and Dr. TatBot RoGErs, discussed the possibility 
of an interim adjustment, to which Mr. MacmILLAN had 
earlier referred. A statement issued afterwards on behalf 
of the Negotiating Committee said that there had been 
no fundamental change in the situation. The PRIME 
MINISTER had now agreed to make a statement at some 
later but as yet indefinite date about the nature of the 
adjustment. Mr. Macmi.ian later told the House that 
the pay of junior hospital medical and dental staff, up to 
and including senior registrar, would be increased by 
10% from April 1; and, as reported on p. 583, Mr. 
THORNEYCROFT announced plans for raising the salaries 
of university staff. 
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Annotations 


OSTEITIS IN THE NEWBORN 


THe fall in neonatal mortality has concentrated 
attention on infection as the most important single 
cause of death after the first week of life. Particular 
concern has been expressed about hematogenous osteitis, 
for although the mortality of this condition is now low, 
the results of inadequate treatment can be crippling. 
Dennison? pointed out that it is hard to compare the 
results achieved in different series: nevertheless it is 
encouraging to note the improvement on previously 
published results recorded in the paper by Professor 
Boyes and his colleagues on p. 544. Their frank discussion 
of failures is particularly informative. 

Most instances of osteitis in the newborn are caused 
by the obtrusive staphylococcus; and the invasion 
of the antibiotic-resistant organism has been nowhere 
more threatening than in the care of newborn infants, 
particularly those born in hospital. The osteitis is a 
local manifestation of a generalised infection and its 
clinical course varies considerably. It can be quite mild, 
and has usually been so described in the past, or it can 
be rapidly fatal. Any bone may be affected, and the 
region of the hip is a common site and one where the 
effects can be serious. Bones developed in membrane 
are often among those attacked, and many infections 
involve the maxilla; in these flat bones where the 
resistance is low the infection is specially virulent. 

It seems that the severe form is a new and violent 
manifestation of an old disease, and, since it is an 
eminently treatable condition, its early diagnosis is of 
prime importance. Any swelling of the soft tissues, 
any signs of irritability in a child that is being moved 
or washed, any suggestion of immobility, or any general- 
ised infection associated with an apparently super- 
ficial lesion, must raise the suspicion of this severe under- 
lying condition. Tenderness over bone is the sign to 
look for. One important lesson is that soft-tissue infections 
are not at all common in the néwborn and all suspicious 
lesions should be treated as arising in bone until the 
contrary is proved. As in the now rare osteomyelitis 
of older children, the radiographs are slow to reflect 
the bone changes and they never give the full picture 
of the havoe, since much non-opaque cartilage may be 
destroyed. 

The first line of treatment is vigorous, uninterrupted, 
and long-continued chemotherapy. Penicillin and 
streptomycin are given at once, and the sensitivities 
of the organism determined if possible. Once the infection 
is well under control, treatment by injection can give 
way to an appropriate drug by mouth. One of the 
important points that has emerged is that treatment 
must be continued for a long time. The average length 
of treatment in the series described by Professor Boyes 
and his colleagues was five to six weeks, and experience 
has tended to lengthen rather than shorten the course. 
Pus should be aspirated, and here again it is necessary 
to needle repeatedly and at the slightest provocation. 
Even the keenest supporters of bone-drilling for infection 
could hardly say that it was the treatment of choice 
in patients of this age. Sequestra should be removed and 
it is important to think of loose teeth as sequestra. 

Even with the sustained care and interest which 
Professor Boyes and his associates devoted to their 
treatment, a quarter of the children were left with a 
crippling deformity of one or more joints. The analysis 
of these failures discloses some valuable facts. Apart 
from late diagnosis, the two big causes of failure were 
inadequate length of treatment and failure to aspirate 
pus. Where the infection was in the neighbourhood of 
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the hip, the results were really bad: in spite of long- 
continued chemotherapy and orthopedic treatment, the 
destruction was severe, except in one case diagnosed early. 

How can this damage be prevented? Doctors and 
midwives should always be on the lookout for ‘‘ minor 
sepsis,’’ and be ready to seek a second opinion if they have 
any doubts whether it is truly minor. And they should 
urge mothers not to hesitate to seek advice for such 
conditions. When it comes to antibiotic treatment, it 
must be assumed that the organism is hardy if not 
immune ; and large doses must be given for a long time. 
But all rests on early diagnosis, and early diagnosis 
depends on suspecting osteitis when the bony changes 
are still slight. 


NERVE-GAS POISONING 


THE nerve gases are organic phosphorus compounds 
which powerfully and irreversibly inhibit cholinesterase. 
They were first synthesised in Germany in the 1930s by 
Schrader, who was searching for new insecticides. Except 
for their greater potency, they have the same pharmaco- 
logical and toxicological action as the rapidly expanding 
group of organic phosphorus insecticides." 

The nerve gases can enter the body through the lungs, 
the intact skin, or the eye. In the conscious animal a 
lethal dose causes muscular fasciculation, followed by 
incoérdination, convulsions, prostration, gasping respira- 
tions, ‘‘ air hunger,’’ engorgement of veins, and often 
precipitate micturition and defecation. The animal falls 
unconscious and stops breathing, the heart slows, cardiac 
output and blood-pressure fall, and the pupils may 
contract (miosis is an early sign if the eyes are directly 
exposed). Finally, the skin capillaries collapse and the 
heart stops beating. In all species so far studied the 
general post-mortem appearance is that of asphyxia. 
Respiration can fail because of paralysis of the respiratory 
centre (the most important factor), bronchoconstriction, 
or paralysis of the muscles of respiration by neuro- 
muscular block. The degree of bronchospasm and mus- 
cular paralysis depend on the compound used and the 
species poisoned. Breathing is made even harder by the 
profuse secretion of mucus from the bronchial glands, 
and the abolition of the cough reflex. 

Normally, acetylcholine is hydrolysed almost as soon 
as it is released ; but when <holinesterase is destroyed, 
acetylcholine accumulates where it is produced. The 
symptoms of poisoning are the result of excessive para- 
sympathetic stimulation (muscarine action), neuromus- 
cular block (nicotine action), and paralysis of the vital 
centres in the brain-stem (central action). The para- 
sympathetic and central effects of acetylcholine are 
prevented and reversed by atropine, which is the most 
effective antidote to poisoning by organic phosphorus 
compounds. Large doses must be given early and must 
be continued, more atropine being given as indicated by 
bradyeardia or miosis. Cullumbine? emphasises thit 
there should be no hesitation in giving more doses if the 
patient’s condition demands it, since acetylcholine is 
continually being released. But atropine does nothing 
to combat the nicotine action, so that peripheral neuro- 
muscular paralysis persists. Since death is due to 
respiratory failure caused by central paralysis, broncho- 
constriction, or neuromuscular block, the efficacy of 
atropine in different species depends on the relative 
importance of these three mechanisms. In man and the 
monkey, respiratory failure is central in origin and the 
response to atropine is good, Certain oximes and 
hydroxamic acids can reactivate inhibited cholinesterase 
and hasten the destruction of absorbed nerve gas. They 
promise to be useful adjuncts to atropine, but the 
compounds of this type so far investigated are too toxic 
for general use, and the search for better ones continues. 
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Early treatment is vital, and it has been recommended 
that, in war, the individual Serviceman should be 
responsible for his own treatment. But the first signs 
and symptoms of poisoning are vague, and it is hard to 
know when atropine is really needed. The dose to be 
self-administered must therefore be a compromise between 
one of therapeutic value in nerve-gas poisoning and one 
which can be given safely to a normal person. Trials 
under different conditions have shown that 2 mg. (gr.1/3,.) 
of atropine sulphate intramuscularly is a reasonable dose. 

In severe poisoning, positive-pressure artificial respira- 
tion will support the action of atropine by improving 
oxygenation of the tissues (in asphyxia atropine is a less 
effective stimulant of the respiratory centre). Positive 
pressure is needed to overcome the resistance due to 
bronchospasm, but ordinary manual methods of artificial 
respiration should form part of first-aid, preferably by 
the Holger-Nielson (arm-lift/back-pressure) method. A 
manually operated positive-pressure respirator, such as 
a bellows resuscitator or a mask-to-mask device, is being 
considered for field use. 


TETANUS AFTER OPERATION 


THE power of tetanus to strike a hospital with sudden 
ferocity is again evident in recent, events at the North 
Staffordshire Royal Infirmary, Stoke-on-Trent. Tetanus 
attacked 5 patients lately operated on in the main sur- 
gical block at the infirmary: 2 have died and the latest 
information about the others is that they are ‘‘ unchanged 
and still very ill.’’ All operations at the infirmary have 
been suspended for the time being and work is being 
transferred to other hospitals in the group. The source 
of the infection has not yet been identified. Those con- 
cerned will have in mind particularly previous disasters 
in which tetanus has been attributed to dust entering the 
operating-theatre,| to infected hair used in repairing 
plaster walls,? to infected tale powder,? to catgut, and 
to the use of other imperfectly sterilised materials.‘ ® 


EPIDEMIC VERTIGO 


In the study of the more benign diseases of short 
duration, the general practitioner has advantages over 
his colleagues in hospital ; and this is well illustrated by 
what has been written about epidemic vertigo. In 1949 
Walford * described a case of vertigo during an epidemic 
of influenza. In the following year Meulengracht 7 pointed 
out that what was thought to be an example of drug 
toxicity was in all probability a disease known in Denmark 
as ‘‘ vertigo epidemica,”’ or ‘‘ neurolabyrinthitis epidem- 
ica.’’ Subsequently Rogers * described 3 further patients, 
and Stewart ® suggested that the cause might be a virus 
labyrinthitis. Since then rather more than 50 cases have 
been reported from general practice in different parts of 
the country. Further attention has lately been drawn to 
this condition by Charters,!° who, in a paper from Kenya, 
discusses 13 cases that he has seen in the eight years 
between 1947 and 1955. 

The clinical picture of epidemic vertigo seems to be 
reasonably clear. The patient has a sudden attack of 
severe vertigo accompanied by nausea and vomiting. The 
vertigo may last from one day to two weeks and then 
gradually ease (being brought on at this stage by move- 
ments of the head) until it subsides entirely. There is, 
however, considerable variation in the recorded duration 
of vertigo, Worster-Drought ™ stating that it gradually 
. See Lancet, 1956, ii, 29. 

. Sevitt, S. Ibid, 1949, ii, 1075. 

Dalrymple-Champneys, W. Proc. R. Soc. Med. 1936, 29, 35; 
see Lancet, 1937, ii, 589. 

Pulvertaft, B.. J. V. Brit. med. J. 1937, i, 441. 

Cane, L. H. Lancet, 1938, ii, 1059. 

Walford, P. A. Brit. med. J. 1949, i, 821. 

. Meulengracht, E. IJbid, 1950, ii, 1493. 

. Rogers, S. C. Ibid, 1951, i, 1391. 

. Stewart, M. Ibid. 


. Charters, A. D. East Afr. med. J. 1957, 34, 7. 
. Worster-Drought, C. Lancet, 1952, i, 371. 
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improves in six to nine weeks, rarely lasting as Jong as 
twelve months. The vertigo is accompanied by nystag- 
mus, and sometimes by headache, generalised pains, and 
slight fever for a day or two at the onset. Tinnitus and 
deafness, though not the rule, do affect a small proportion 
of patients. Leishman mentions that 3 of his patients 
had diplopia, and this symptom was present in 2 of 
Dalsgaard-Neilsen’s series }* of 21 cases in Copenhagen 
and in 2 of Charters’s patients. The disease may affect 
either sex and the patient may be of any age, the youngest 
described being three years old ; but it is generally mild 
in children and is more common as well as more severe 
in those over twenty. 

There has been much discussion about the sxtiological 
agent, its infectivity, and the site of damage, but many 
more facts are needed. Cases have occurred during 
epidemics of influenza, but vertigo as a direct result of 
influenza is usually accompanied by deafness. Moreover, 
epidemic vertigo may appear at any time of year, and 
often it is unassociated with pyrexia. It is tempting, 
therefore, to consider this disease as an infection by a 
distinctive virus, though Alcock !* takes the view that 
there are several different causes. In Charters’s series of 
13 cases, 10 appeared between May, 1954, and August, 
1955. There was no special predilection for any particular 
month, and the cases were widely scattered throughout 
Kenya. He supports Burrowes’s view ** that the disease 
may be spread by carriers. This point might be settled 
by wider study of the condition in general practice and 
a comparison with other diseases prevalent at the time. 

In most infections the labyrinth and cochlea are often 
involved together. Since tinnitus and deafness are 
relatively uncommon in epidemic vertigo, it seems unlikely 
that the end-organ itself is affected (virus infections very 
rarely attack this structure). 

The electro-encephalogram showed a ‘mild abnorm- 
ality ’’ in 6 of Dalsgaard-Neilsen’s 13 cases, but it. was 
normal in the remaining 7. Moreover, the cerebrospinal 
fluid has been normal almost every time it has been 
examined. It also seems unlikely that a brain-stem 
encephalitis would confine itself to the labyrinthine 
nuclei, with occasional involvement of the cochlear 
nucleus and even more rare damage to one oculomotor 
nucleus ; what is more, it would have to do so without 
causing any general upset in most patients (Dalsgaard- 
Neilsen mentions slight changes in reflexes or sensibility). 
On the other hand, it is hard to explain in any other way 
the involvement of the oculomotor nerves if this condi- 
tion is to be attributed to one cause. 

Embryologically and phylogenetically, the vestibular 
nerve and ganglion develop before the cochlea, and this 
may be a factor in the localisation of the damage. If so, 
then epidemic vertigo would be one variety of vestibular 
neuronitis. The disease does, in fact, show many points 
of resemblance to vestibular neuronitis as described by 
Dix and Hallpike,’® in particular the age-distribution, 
the onset associated with a febrile illness, and the localisa- 
tion to the vestibular apparatus. It differs from vestibular 
neuronitis in its short course and in the possible involve- 
ment of the auditory apparatus. These differences, how- 
ever, may well be differences of pathology rather than of 
anatomy. Charters suggests that the condition is a gan- 
glionitis and that spread might be occasionally expected 
from Scarpa’s ganglion to the cochlear nerve. This is an 
interesting postulate, and, while the analogy he draws 
with herpes zoster cannot be pushed very far, it is not an 
unreasonable hypothesis. 

Aschan and Stahle*? have lately described 10 cases of 
vestibular neuritis (neuronitis) some of which might well 
12. Leishman, A. W. D. Ibid, 1955, i, 228. 

13. Dalsgaard-Neilsen, T. Acta. psychiat., Kbh. 1953, 28, 263. 

14. Alcock, N. S. Lancet, 1952, i, 467. 

15. Burrowes, W. L. Ibid, 1955, i, 408. 

16. Dix, M. R., Hallpike, C. S. Proc. R. Soc. Med. 1952, 45, 341. 
17. Aschan, G., Stahle, J. J. Laryngol. 1956, 70, 497. 
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be epidemic vertigo. By means of nystagmography and 
the more usual investigations, they support the view that 
the lesion is in the peripheral vestibular neurone or the 
brain-stem nuclei. Although nystagmography could not 
be generally applied, it would be interesting to refer more 
patients thought to have epidemic vertigo for caloric 
tests, audiometry, electro-encephalography, and possibly 
galvanic tests at an early stage of their illness, for none of 
these investigations is very burdensome to the patient. 

Treatment must clearly be empirical. The distressing 
vertigo can usually be relieved by rest in bed for a short 
period, and simple sedatives are usually sufficient until 
the trouble subsides. Nevertheless, the disease remains 
a challenge, and more energetic efforts to explain what 
it is may yield results which have a bearing on virus 
infections as a whole. 


PULMONARY FUNCTION AFTER PNEUMONECTOMY 


AFTER pneumonectomy without thoracoplasty it 
might reasonably be expected that the volume of the 
remaining lung would increase, and that the consequent 
over-inflation would impair respiratory activity. In fact, 
lung volume does tend to increase, but there is often 
little change in the various criteria of respiratory 
efficacy. Thus, Cournand et al. made a survey of 
ventilation-perfusion relationships and gas exchange 
in 16 patients after pneumonectomy, and found that 
distension did not inevitably follow; even with some 
degree of over-inflation and hyperventilation, the 
respiratory performance was in the lower part of the 


normal range. Friend,? who examined 15 men before 
and after pneumonectomy, found evidence that the 


remaining lung increased in volume, but that the over- 
inflation did not progress for more than three months. 
Over-inflation of itself had ‘‘ no demonstrable adverse 
effect on ventilation ’’; Friend also demonstrated post- 
operative respiratory insufficiency only in those patients 
who had chronic bronchitis, and he concluded that the 
maximum breathing capacity test could predict post- 
operative dyspnoea. 

McIlroy and Bates * examined 10 men, aged between 39 
and 63, who had had a pneumonectomy from eight months 
to eight years before; all operations had been done, 
without thoracoplasty, for carcinoma of the bronchus. 
They measured intracesophageal pressure (as an index 
of intrathoracic pressure), so that lung compliance and 
flow-resistance could be estimated, and the pulmonary 
diffusing capacity (by the carbon-monoxide method) 
both at rest and during exercise on a treadmill. In 6 
patients with little evidence of over-inflation of the 
lungs the results were what would be expected with 
a halving of the tissue available for respiration. In 
about half the patients, the compliance was less than 
that expected for one normal lung (i.e., there was a 
smaller increase in volume than normal for a given 
increase in pressure) and in most cases the compliance 
decreased more rapidly than normal as the lung volume 
increased. The respiratory work on exercise was greater 
than normal even when the lung was not over-inflated, 
and much greater when it was over-inflated; this 
might be expected since the ventilation of one lung 
alone is about double that of two lungs, for a given 
exercise-rate ; hence there would be a bigger resistive 
pressure component across the lung for a given rate of 
air-flow than there would be if there were two lungs to 
share the flow, with the correspondingly lower flow- 
resistance offered by two sets of airways in parallel 
instead of one. This was in accordance with the finding 
of a mean inspiratory resistance greater than normal 
in all the patients. In 3 patients there was over-inflation 
(evidenced by a low intracesophageal pressure and 


1. Cournand, A., Riley, R. L., Himmelstein, A., Austrian, R. 
J. thorac. Surg. 1950, 19, 80. 
2. Friend, J. Lancet, 1954, ii, 260. 


Thorax, 1956, 11, 303. 


3. McIlroy, M. B., Bates, D. V. 
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grossly increased functional residual volume), but 
normal gas diffusion was maintained. 1 patient, eight 
years after operation, had a much over-inflated lung 
but normal end-expiratory pressure, indicating a loss of 
elastic recoil, and considerable impairment of gas 
diffusion with a ventilation higher than normal for a 
given oxygen uptake; he could be considered to have 
emphysema. 

Thus, the absence of one lung may result in very little 
change in the function of the other; but, since only one 
lung is left to bear the respiratory burden, there is a 
tendency to over-inflation. A low intrathoracic pressure 
leads not only to over-inflation but also to a fall in 
compliance. The tendency then is for the lung to lose 
elasticity, with a consequent rise in intrathoracic 
pressure and functional residual capacity, and a relative 
fall in diffusing capacity; gas distribution, however, 
is little deranged, differentiating the condition from 
classical emphysema secondary to _ long-standing 
bronchitis. 

Mellroy and Bates began their investigation with 
three questions in mind. The first was whether over- 
inflation led to dyspnea through changes in the 
mechanical properties of the lungs; they presume that 
postoperative dyspnea is due to the necessary over- 
ventilation of the remaining lung, and that over- 
inflation accentuates the dyspnea by a further reduction 
in compliance. The second question was whether the 
diffusing capacity was lowered, and if so what were the 
results; they found it was generally half the value 
in normal people, and this reduction means a greater 
ventilation for a given oxygen uptake. The relation 
between over-inflation and emphysema constituted the 
third question; and the results suggested a clear 
distinction between these two conditions, for ‘‘ over- 
inflation results in an increased lung volume with a 
low intrathoracic pressure level and normal gas diffusion. 
Emphysema, on the other hand, is characterised by 
an increased lung volume with a normal intrathoracic 
pressure level and impaired diffusion.”’ 


POLIOMYELITIS VACCINE 

Tue colour change in a few vials of poliomyelitis vac- 
cine during storage ! has been traced to contamination. 
In a letter to medical officers of health, Sir John Charles, 
chief medical officer of the Ministry of Health, says that 
faulty containers were to blame and the contaminant 
was a non-pathogenic Pseudomonas fluorescens. Repeat 
sterility tests on the remainder of the batch have been 
negative. After incubation at 37°C, 25°C, and room- 
temperature, normally coloured vaccine showed no 
discoloration. It has therefore been decided to proceed 
with the issue of this batch of vaccine. 


THE Q. J. M. 

In 1907, at the first meeting of the Association of 
Physicians of Great Britain and Ireland, plans were 
made to establish a medical journal to publish ‘‘ papers 
which, though scientifically important, were not suitable 
for the Journals, nor for the clinical or pathological 
societies.” The name first chosen was Archives of 
Medicine, but there must have been objections to that 
title, for it was soon changed to one now familiar where- 
ever medical journals are read—The Quarterly Journal of 
Medicine. The energy of William Osler, for 12 years its 
editor, gave the new venture a flying start, and in the 
succeeding 50 years of vigorous life it has been ably 
served by a distinguished line of editors. We congratu- 
late them and all who have helped them to attain this 
anniversary. To mark the occasion an attractive jubilee 
number has just been published, and in an opening article 
Sir Russell Brain recounts the history of the association 
and the journal and mentions some of the memorable 
names connected with them. 


1. See Lancet, March 9, 1957, p. 518. 
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Special Articles 


OPERATION SESAME * 


EDWARD S. STERN 
M.A., M.D. Camb., M.R.C.P., D.P.M. 
MEDICAL SUPERINTENDENT, 
CENTRAL MENTAL HOSPITAL, HATTON 


On June 5, 1956, I opened the last closed ward at 
Hatton, so that now any of our 1380 patients is free to 
walk out of the place if he wants to do so. This could 
not have been achieved without the codperation of 
the staff, and many physical difficulties have had to be 
surmounted. 

In the first place we have no main gates (our visiting 
anesthetist and his car saw to that eleven years ago) : 
there is not even a porter at the place where the gates 
were. We are surrounded by farmland with ordinary 
hedges and fences and twenty open gateways in them. 
We are close to a canal and a main railway line. Our 
buildings are mostly a century old, with wards opening 
out of each other and many other antiquated inconveni- 
ences. We have overcrowding of over 40%. That we 
are short of nurses is, I believe, immaterial, for our staff 
turnover is low, and that is far more important. Our 
patients are unselected, and include short-order cases 
under sections 20 and 21 of the Lunacy Act, 1890, for 
we act as our own observation wards. 


THE FIRST STEPS 


It is fitting that we should be among the earliest to 
unlock our wards, for Hatton was the first asylum in 
which no patient was ever put under mechanical restraint. 
It was opened in 1852 during an enlightened period. 
Unfortunately the beginning of the 20th century was 
a period of recession in psychiatry, marked by a flight 
from the patient into the study of pathology, psycho- 
biology, biophysics, biophysiology, biometry, _ bio- 
chemistry, binovular twins, even the binomial theorem, 
and other byways of the physical sciences. 

When I was a junior medical officer two events made 
me resolve to open the doors of the hospitals. The first was 
when my old chief, the late Dr. A. O'Neill, told me with 
compunction that, in the twenty-five years that Napsbury 
Hospital, St. Albans, had been opened, more patients 
had been placed under observation and more wards had 
been locked. The second was when I found that a patient 
of mine had recovered after many years in the hospital. 
I proposed his release, only to be told by the senior 
nurse that he had been so long detained that he was now 
institutionalised and unfit ever to leave. I am glad to 
say that I did secure his discharge and I believe that he 
did well. But what a reflection on the mental hospital it 
was, that prolonged stay there should unfit a man for 
normal life. I resolved uhat I would, if ever I had the 
chance, reverse the process, open more wards, and make 
mental treatment fit the patient to live the good life 
outside. 

When I arrived at Hatton as medical superintendent in 
1942, I found 3 of 14 female and 4 of 11 male wards open. 
Throughout the hospital were many peremptory notices 
**Lock this Door.’’ As an immediate first step I un- 
locked the door between two open male wards. The 
staff did not know that this was only the thin end of 
the wedge; but I now literally had my foot in the 
door. 

Other reforms were started. Chronic sick were collected 
together in one ward, and epileptics in another. The use 


* Based on a paper read at the annual general meeting of 
the Royal Medico-Psychological Association on July 19, 
1956. 
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of suicidal caution cards was discontinued. We have 
never regretted this: as the pink tickets have died our 
patients have lived. 


STEADY PROGRESS 


But until the Appointed Day I was able to open only 
one more ward. On that day, however, the dual medical 
and lay control, which had been a peculiarity of Hatton 
for 13 years, was ended. The result was electric. In 
a single day there was an immense rise in morale which 
has continued ever since. ‘The progress in unlocking 
wards is shown in the table. 

Sometimes there was-a long pause between openings. 
This was because the staff could not accept it unless 
patients who were regarded as likely runaways were trans- 
ferred to closed wards. The advent of such ill-reputed 
people to wards where the new freedom was already 
feared naturally further delayed their own opening. But 
even the most conservatively minded staff eventually 


PROGRESS IN UNLOCKING WARDS 
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wanted to be in the swim and asked if their wards, too, 
could not be opened. It became U to have one’s ward 
unlocked and non-U to keep it closed. Occasionally 
a change in eharge-nurse led to the rapid opening of a 
ward. 

The disturbed wards were not always the last to be 
opened. It often proved more difficult to liberate senile 
and demented patients who are inclined to wander and 
get lost. Indeed the only serious accident we have had 
was with one of these. 

Since 1942 the total number of wards has been increased 
by 3, and these have been open from the beginning. 
Altogether the 28 wards have over 100 open and 
unguarded doors. 


HOW WE DID IT 


The male and female sections of. our main building 
can largely be shut off by locking central doors, and on 
the women’s side we opened the wards at first behind 
these closed doors. It was, in fact, possible to walk 
out of the building without a key, but only if one had an 
intimate knowledge of the design of the women’s side 
—a knowledge that even many nurses did not possess. 
A few months later we quietly opened the section doors : 
quietly because we did not wish to upset the doubters 
among the stafi—we knew that the patients could take 
it aud would be all right. On the men’s side we opened 
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the section door before the wards. I think that, on the 


whole, this was the more difficult method. 


In 1949 we were so short of women nurses that we 
stationed a male nurse in our disturbed women’s ward 
by day to quell any possible outbreak of violence. The 
result was unexpected. There was no violence, but the 
patients began to use cosmetics and take a renewed 
interest in their appearance. We discovered that we 
could improve each side by the introduction of the 
opposite sex. 

We have opened the dormitories so that patients can 
go to bed when they like, and can use the sanitary annexe 
which is open at night. This has done away with the use 
of chamber-pots, dangerous both as weapons and as a 
means of spread of intestinal infection. The bathrooms 
are open and we dispense with key-taps. But we lock 
the outer doors of the hospital at night just as in our 
own homes. 


I think it important not only to unlock the doors but 
also to give the appearance of freedom. To that end 
we have opened as many doors into each ward as we 
safely can, having regard to the danger of falls by old 
people down steep stairways. Since we unlocked our 
ward garden-gates we are finding that the airing-court is 
a thing of the past, and this will free land for other 
purposes. The railings which surrounded our cricket field 
and home paddock have been taken down. The latter 
is now a park. 

SOME USEFUL PRINCIPLES 

In carrying out the operation we found the following 

principles useful : 


The patients must be happily occupied. Their occupa- 
tions should be outside the wards, which are used mainly 
for eating and sleeping, and so regarded by the patient 
as his home. We began occupations on a large scale 
for chronic disturbed patients in 1945. The resulting 
improvement, though slow, has been sure and has 
exceeded all my expectations. 


Recreations must be provided away from the wards. 
These should generally be of a high class, for if you give 
the patients only trivial fare you show that you think 
they have trivial tastes and trivial minds. Games and 
dancing are valuable, especially if they are provided by 
outside bodies. Our constant aim is the resocialisation 
of the patient for his eventual discharge. 


The patient must be respected as a person. All his 
complaints and requests, and those of his relatives too, 
must be considered. There must be infinite patience and 
gentleness in all our dealings with him. It may be 
wondered how we manage with the chronic paranoid 
individual who is continually trying to escape. We have 
found that. the hostility of such people can be worn down 
by constant kindness. After all why should a patient 
leave the only place where he can always be sure of a kind 
word and a sympathetic ear ? 

The patient’s clothes should be improved. 

Holidays and visiting should be encouraged. We allow 
visiting at any time while retaining our regular visiting 
days. 

The staff must be continually stimulated and sup- 
ported, for the mental hospital must be a happy and 
confident place and opening the doors is a matter 
of staff confidence. 


SOME DIFFICULTIES 


The sort of opposition we met from the nurses was : 
‘The patients will escape. What shall I do?”’, and 
finally, ‘‘ Who will be responsible ?’’ Our answer was, 


‘** Don’t worry, nurse, we'll be responsible.”’ In fact, when 
a ward is first unlocked, nothing at all usually happens. 
Perhaps a patient finds the door is unlatched and hastily 
closes it again; the next patient to discover this draws 
the sister’s attention to the irregularity. The patients 
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have to be encouraged to take a stroll outside. For they 
are threatened with the loss of the security of chronic 
psychosis. 

Shortages of staff sometimes led nurses to give keys 
to patients. Whenever the matron discovered this, she 
would say: ‘‘ Nurse, I have just found a patient with 
your key, so you cannot tell me if the ward is locked or 
not. You had better leave it open, for then at least you 
will know.”” Now we find that those who were most 
doubtful at first are as enthusiastic as the rest of us. Of 
course we all had some anxiety then, and I sometimes 
feared that Operation Sesame might become Operation 
Pandora. But we never opened a ward until the staff 
was ready for it, and always left the final decision to the 
sister or charge-nurse. 


At first we had more escapes after we opened our 
wards, now we have fewer. They did not give rise to 
such anxiety as formerly, for they were no longer anti- 
social. To prevent them we need a new technique in 
mental nursing; known absconders must be constantly 
occupied and interested. This is not as formid&ble as it 
sounds, for they soon learn to engage themselves con- 
tentedly at all times. We have not had any notable 
trouble with local residents or police, nor do the patients 
pester staff or visitors at the hospital. 


ADVANTAGES 


On the other hand, the advantages have been abundant 
and increasing, and no-one at Hatton would care to 
return to the days of imprisonment for mental illness. 
The whole staff-patient relationship is transformed. 
Nurses are no longer regarded as turnkeys. On the day 
that we opened the admission ward for men, the duly 
authorised officer said, ‘‘ This is the best thing you have 
ever done. Now you have made it easy for me to persuade 
patients to enter the mental hospital.” 


Seclusion of patients in a locked room, formerly 
common, has almost ceased and is practically confined 
to patients who have just been admitted. Violence, 
resistance, and hostility have virtually disappeared, and 
so has forced feeding. Wards that were previously dis- 
turbed have become the most popular with staff, for they 
are full of recovering chronic patients many of whom 
have already been discharged and are known to be doing 
well at home. 


Patients have learnt to be independent and respon- 
sible. Their behaviour with strangers or at a party 
is exemplary—i.e., better than that of the general 
public. 

At the end of June our Hospital League of Friends gave 
a garden-party. Patients decided for themselves whether they 
wished to go and then went out and enjoyed themselves 
without supervision. At the end of the day they all returned 
to their wards at the right time. No nurses were on point 
or supervisory duty and this freed them so that they 
could give their time to helping the halt, the lame, and 
the blind round the gardens. But all that is the usual thing 
for us. 


They are out of the wards so much that overcrowding 
is less serious. But we have had to provide more open 
garden space and seats, as well as a comfortable library 
where patients can read or write quietly. 


The strain of nursing has been less since patients have 
been removed from the wards for periods of the day. 
When they were massed together in a locked room it 
was common for fights and window-smashing to occur, 
especially in bad weather. To return to closed wards 
would require more nurses than we have. 


But the open-door system does not mean merely 
undoing locks. It means the provision of interests and 
re-education for the patient, respect for his dignity as a 
person, and friendliness to him in all his needs. 
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ATMOSPHERIC POLLUTION, TEMPERATURE 
INVERSION, AND DEATHS FROM 
BRONCHITIS 


LLYWELYN ROBERTS 
M.D. Lond., M.R.C.P., D.P.H. 
MEDICAL OFFICER OF HEALTH, SHEFFIELD 


J. W. BateEy 
D.P.A. 
SUPERINTENDENT SMOKE INSPECTOR, SHEFFIELD 


Ir is common knowledge that the number of deaths 
from bronchitis tends to rise when the weather is cold 
and foggy, and it has often been assumed that there 
is a direct association between the mortality and the 
climatic conditions. Looking for a more precise associa- 
tion, we have found (see graph) similar trends in : 


(1) The sulphur-dioxide content of the atmosphere ; 
(2) The number of days showing “‘ temperature inversion ”’ ; 
an 


(3) The number of deaths recorded as being caused by 

bronchitis. 

In the graph, the figure for sulphur dioxide was a 
monthly total of the readings of thirteen gauges placed 
in different parts of the city. 

An “‘ inversion ’’ was recorded on any night when the 
minimum temperature (in Weston Park, half a mile 
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Points of View 


A STUDY OF WAKE 
AN APPROACH TO THE PROBLEMS OF INSOMNIA 


W. V. CRUDEN 
M.B. Lond. 
GENERALE PRACTITIONER, HOVE 


Sieep and wake are the alternating modes of life ; but 
how differently we view them. We assume that ‘‘ sleep 
is a temporary cessation of the waking state’’ (Carter 
1955) and study its cause and nature. To study the 
cause and nature of wake seems foreign to our nature, 
for we do not find the word ‘‘ wake”’ in the index of 
any textbook. Yet surely aroused is the most spectacular 
phenomenon in life. 

The reason for this prejudice is obvious but not 
generally recognised. We must be awake to study any 
problem, including that of sleep-wake. It is therefore 
only natural to take wake for granted and to argue from 
wake to sleep. But in the same way we must be on the 
Earth to study any problem, including the allied night- 
day problem, and it was only natural to take the Earth 
for granted and to argue from Earth to Sun. But that 
was pre-Copernican error, and science has proved that 
we must alter our egocentric ideas and argue from Sun 
to Earth.. Is there any justification for thinking that 
our assumptions over sleep and wake are also erroneous, 
and that we should change our ideas on this problem 
and assume that ‘‘ wake is a temporary 
cessation of the sleeping state’’? Such a 
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from the centre of the city) was at least 5°F lower at 
ground level than it was four feet above the ground, 
provided that the cloud cover was less than half during 
most of the night and the wind not more than force two 
on the Beaufort scale. 

The number of deaths was obtained from the list of 
registered deaths reaching the public-health department. 

One could expect an increase of sulphur dioxide in the 
air in winter because of the increased amount of fuel 
burnt. It may, however, be true that this increased 
amount of sulphur dioxide produced is concentrated at 
ground level on days when there is temperature inversion, 
because there is then less dispersion of the gases. There 
are more such days in winter. 


Mr. J. Barwick, F.R.MET.S., A.M.A., supplied the meteoro- 
logical data. 





temperature inversion and deaths, 


change of view is not a mere playing with 
words. It is a fundamental reorientation of 
thought and seems to have been under con- 
sideration by some students of the subject 
(Jefferson 1954, Kahn 1916, Wright et al. 
1952a). 

Sleep as Basic State of Life 


If we study objectively the relation of 
wake and sleep we must first note that life 
begins in an inert foetal state that may well 
be termed ‘“‘sleep,’’ and that the embryo 
seems incapable of arousal in its early life. 
Barcroft’s (1946) experiments, however, have 
shown that in later foetal life anoxic and 
tactile stimuli can rouse the embryo while 
‘* asleep,’’ so that temporarily it ‘‘ will wake 
to activity.’’ But foetal life is a sleeping life, 
and it is amazing that the foetus continues 
its sleep even during labour unless aroused 
by threatened asphyxia. (Freud [1933] 
stated that, in adult life, when we try to go 
to sleep ‘‘ we try to bring about quite similar 
conditions to intrauterine life.’’) 

At birth the baby awakes for a short time 
but, when anoxic and tactile threats have been removed, 
reverts to sleep. Unlike the fetus it is now no longer 
nourished by a kind of perpetual drip-feed through the 
umbilical vein and it will starve if it sleeps perpetually. It 
is accordingly awakened at regular intervals by hunger, 
but as soon as it has fed it is asleep again. (This need for 
regular feeds remains the fundamental cause for waking 
throughout life.) At a slightly later age the young baby 
can also be temporarily aroused by pain, noise, and light, 
but sleep again recurs when these stimuli cease. Like 
the foetus, the very young baby lives mostly a sleeping life. 

The pattern so far, therefore, is quite plain. Sleep is 
the original and basic state of life. At first it is con- 
tinuous; but, as development procéeds, this perpetual 
sleep may be interrupted temporarily by an increasing 
number of causes which we may term ‘“‘ arousal stimuli.’’ 
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Nevertheless, throughout this foetal and very early baby 
life of sleep, wake is but a briefly temporary cessation 
of the sleeping state. We certainly could not say that 
the sleep of this period was a temporary cessation of the 
waking state. 

But what of the later stages of life? As development 
proceeds, this clear-cut pattern alters profoundly. We 
find in the growing baby that the polyphasic waking 
episodes are prolonged. In the young child they gradu- 
ally merge together into a triphasic and then a biphasic 
pattern, and finally, with the abolition of the afternoon 
nap, there is one long monophasic wake period. With 
growing age this increases until the waking hours (sixteen 
or more) exceed the hours of sleep (eight or less). This 
long daily vigil continues for many years, but with 
increasing age there is a gradual return to the baby 
pattern. The afternoon nap of ‘‘ forty winks ’’ (usually 
after food) is the first sign of the return of biphasic wake, 
and in old age triphasic and polyphasic modes are found. 
In extreme senility there is sometimes a return to the 
almost perpetual sleep of the foetus, and it may be that 
the arousal stimuli disappear from life in the reverse 
order of their appearance. 


Wake Maintainers 

Can we fit this changing picture into the simple pattern 
mentioned above? Yes, it seems that we can. It is 
most significant that, as the young baby grows, the 
period of wakefulness begins to persist after the waking 
stimulus has apparently been withdrawn. For instance, 
instead of falling asleep immediately after its feed, it 
will remain awake for a time, interested in a bright light 
or coloured object or playing with its hands. We must 
therefore postulate the emergence of *‘ wake maintainers ”’ 
which continue the alert reaction after the arousal stimuli 
have ceased—cf. Kleitman’s (1939a) ‘‘ wakefulness of 
choice.’” 

These wake maintainers take the form of investigation 
of, and play with, the environment. And their brief 
and rudimentary origins in the young baby gradually 
enlarge with age as the awareness of the environment 
widens, until the broad horizons of adult perception 
claim the long monophasic period of wake. As age 
increases, however, this zest for investigation and play 
lessens until, in the apathy of senility, wake maintainers 
may disappear almost completely. ‘Throughout life wake 
maintainers are less evident in the more vegetative 
members of society (such as the Fat Boy of Pickwick), 
and more evident in the more active. 


Development of Sleep-wake Relationship 

Three phases in the development of the sleep-wake 
relationship may therefore be recognised : (1) undisturbed 
sleep (in the early foetus); (2) sleep briefly disturbed 
by arousal stimuli (in the later foetus and the very young 
baby); and (3) sleep increasingly disturbed by arousal 
stimuli supplemented by wake maintainers. But, 
although wakefulness lengthens with the growing need 
for alertness and diminishes with the diminuendo of old 
age, sleep is always our perpetual background and’ is 
‘there’? whenever the cause of wake disappears, just 
as the analogous state of nakedness is ‘* there ’’ whenever 
we undress. Even in adult life wake is still a temporary 
cessation of the basic sleeping state. The acceptance of 
this view of sleep should be of fundamental help 
in agrypnophobia. 

How does wake cease? Initially wake ceases when 
the arousal stimulus is removed; witness the infant’s 
relapse into sleep after feeding or having a wet nappie 
changed (Illingworth 1953). But when wake maintainers 
supplement the arousal stimuli, what then? The domi- 
nant waking urge may either be abolished by satisfaction, 
like hunger by food, libido by coitus, and labour by 
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delivery, or fade away through fatigue or adaptation. In 
either case drowsiness and sleep recur. 

Of course wake-maintenance may be suppressed by 
circumstances. If, for instance, we are trapped in the 
inescapable boredom of a dull lecture or sermon, the 
removal of the possibility of any kind of purposive 
activity leads to drowsiness and sleep. (Compare the 
sleep occurring in volunteers submerged in  body- 
temperature water, in the experiments of the National 
Institutes of Health in the U.S.A.) (British Medical 
Journal 1956). The picture is therefore always one of 
sleep disturbed by a waking agent and automatically 
recurring when this is removed. How similar to its 
physiological counterpart where the relaxed muscle of 
the nerve-muscle preparation (Wright et al. 1952b) 
contracts with stimulation and relaxes when the stimulus 
is removed—a picture in miniature of the sleep-wake 
life and of the levator palpebre superioris muscle 
in particular. 

If wake is a temporary disturbance of the basic state 
of sleep (and it seems that we must accept this unprthodox 
view), there is no ‘‘ cause’ for sleep but only cause for 
wake. And what is this cause? We have enumerated 
the arousal stimuli, tactile and anoxic threats, hunger, 
pain, noise, and light, in this order of appearance. In 
addition, ‘‘ exogenous ”’ training (where the parent wakes 
the infant for excretion, &c.) and later ‘‘ autogenous ”’ 
training (where the individual trains himself to awake, 
often with such an aid as an alarm-clock) should be added 
to complete the list of arousal stimuli. Why do all these 
stimuli cause arousal whereas other types of stimuli do 
not? Is there any single factor common to the former 
which is absent from the latter? Yes, it seems that 
arousal stimuli all partake of a ‘‘ threat to well-being ”’ 
which can only be met by the alert reaction, whereas the 
non-waking stimuli and sleep-associated states are devoid 
of this threat. We may cite hunger (not satiety), night- 
mare (not idyllic dream), arousing shake (not rocking 
cradle), the smell of burning (not the scent of flowers), 
bugle (not lullaby), work to be done (not task completed). 
It is this affective nocuous and therefore prepotent 
(Wright et al. 1952c) element which is required to disturb 
the placid equilibrium of sleep. Perhaps this is the sub- 
conscious reason for calling the instrument that awakes 
us the ‘“‘alarm’’ clock. Threats below threshold level 
presumably cause disturbed sleep (sleep movements, 
sleep noises, dreams, and modification of the sleeping 
electro-encephalogram). If they reach threshold level 
they produce the extreme disturbance of wake, the speed 
of arousal being proportional to the degree of threat. 
The threat of a very loud noise will cause almost 
instantaneous arousal, whereas minor threats (Kleitman 
1939b) whose summation causes our ordinary morning 
awaking (daylight, minor sounds, hunger-pains, bladder 
distension, and training) produce a more gradual arousal. 
It is obvious that when wake maintainers contain a large 
element of threat, as in anxiety, they will prolong the 
alert reaction in the unwanted wakefulness of insomnia, 
for which psychotherapy, religion, and relaxing tech- 
niques are more rational treatments than is the use of 
depressive drugs for blocking the pathways to the arousal 
centres (Arduini and Arduini 1954). 

Because they contain this element of threat arousal 
stimuli are a form of stress. I am therefore tempted to 
suggest that arousal corresponds to Selye’s (1954) ‘* alarm 
reaction,’’ the ensuing period of wake to his stage of 
** resistance,’’ and the finak drowsy fatigue to his stage 
of *‘ exhaustion,”’ but perhaps this is oversimplifying the 
sleep-wake problem. But there is certainly some evidence 
to suggest that corticotrophin may play a part in waking 
Polley (1956). 

In arousal the placid unconsciousness of sleep is dis- 
turbed by nocuous afferent impulses into a conscious 
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wareness of the challenge which the arousal stimulus 
ontains. The first stage of arousal is the introduction 
if the conscious state by the ‘‘ open-sesame”’, of the 
hreat element in the stimulus. But, according to 
Magoun (1953), modality is unrecognised in the arousal 
entres, and the second stage therefore is the conscious 
cortical) activity which recognises the modality of the 
irousal stimulus and orients it in time and space. In 
this connection three observations in the phenomena 
of awaking may be noted : 

(1) Possibly the purposeless athetoid movements of its early 
stages may be due to the opening of the thalamo-cortical 
ircuits by the removal of the suppressor bands (Wright et al. 
1952d). 

(2) Certainly the mental confusion, fantasy, or hallucination 
lescribed by Grotjahn (1932) shows the gradualness of waking 
swareness. 

(3) The quasipurposive movements of closing the eyes 
(often with a frown) after their first brief opening, and of 
grimaces of displeasure and turning over in bed, all may be 
connected with the nocuous nature of the arousal stimulus. 


Complete awakening leads to action designed to deal 
with the arousal stimulus, after which wakefulness may 
continue with pleasurable affect. 


Conclusion 

The orthodox approach to the sleep-wake problem is 
due to an obvious (but generally unrecognised) prejudice 

-i.e., the subject can only be studied when we are awake. 
If we clear our minds of this prejudice and look at the 
problem objectively, it appears that sleep is the initial 
basic mode of life. Wake is a temporary disturbance 
of the sleeping state. The cause of wake lies in an increas- 
ing variety of arousal stimuli which all have the nature 
of a threat to well-being and are therefore forms of stress. 
The lengthening duration of wake with age is due to the 
emergence in early life of wake maintainers which 
‘‘tag on’’ after the arousal stimuli have ceased. When- 
ever the arousal stimuli and wake maintainers disappear, 
the temporary disturbance of the sleeping state ceases. 

This conclusion provides a firm foundation for the 
further study of the physiology and pathology of wake. 
It entirely reorients the problem 6f insomnia, the secret 
of which lies not in the study of sleep but in that of 
wake (especially the wake maintainers). In particular 
the acceptance of this basic view of sleep should be of 
fundamental help to sufferers from agrypnophobia, and 
the ‘‘ threat ’’ nature of arousal underlines the importance 
of anxiety in the maintenance of unwanted wake. 

The importance of insomnia and dyssomnia in the 
production of unhappiness and ill health cannot be 
exaggerated. It is along the lines described above that 
we shall reach a solution of the problem. 


I am indebted to the late Prof. Samson Wright for helpful 
criticism. ‘ 
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Parliament 


Taxation and Public Expenditure 


THE burden of taxation which this country carries and 
its pressure on the professional classes was one of the main 
themes of the debate in the House of Lords on March 6. 
It was recognised that if taxation was to be eased it 
could only be done by a reduction in public expenditure, 
and this led several neble Lords to a reconsideration of 
our social services. 

Indeed if we were to achieve any big saving in domestic 
expenditure we must, Lord BALFOUR OF INCHRYE main- 
tained, do ‘‘ some basic re-thinking.’’ He readily agreed 
that the Welfare State must continue to safeguard 
citizens against such unavoidable hazards as sickness and 
old age. But he believed that we must throw over the 
idea which had crept upon us that a Government could do 
better for the citizen and could spend better for the 
citizen than a citizen could do for himself if he were 
released from the present rapacious tax system. The 
practical application of a revolt against the Government 
as the spending agent for the citizen would be no sub- 
sidised rents for four-figure incomes, no food subsidies, 
and no free health-service benefits for those who could 
afford to pay for their own doctors. Against this could 
be set a level of personal taxation which would allow a 
man to order his affairs as he wished, to order his own 
housing, to feed his own family, to doctor as he wished, 
and to educate his children as he wished. 

The EARL OF CROMER suggested that the Welfare State 
was designed against the background of the past but 
had to be paid for at the cost of the present. Too much 
of the cost of the Welfare State was devoted to relieving 
wage-earners of what unhappily they could not afford 
twenty-five years ago, but today in general happily could 
afford. It was absurd and unrealistic to expend too 
much of our energies trying to mitigate the hardships of 
the past. We needed them all to overcome the problems 
of the present, of which undoubtedly the paramount one 
was our economic survival, and he reminded noble 
Lords that of the total Government expenditure of 
£6000 million a third was on the Welfare State. If 
a man was working his wages should be at a level to 
provide him with a decent standard of living. Such 
funds as the natipn could make available for welfare 
should be devoted primarily to the care of those who 
could not care for themselves, and to protect those whom 
society could not look after in the normal sense. Lord 
Cromer could see no justification in this day and age 
for large-scale largesse to the population as a whole— 
such as, for example, family allowances. He suggested 
that the Welfare-State costs might be divided into two 
categories: the first covering those items which the 
normal Christian morality demanded of the State—such 
as National Assistance and the like—which should be 
left as a charge against the Budget as at present. The 
second category, covering other items of the Welfare 
State, might come under an entirely separate social- 
security budget which would not have recourse to the 
general Exchequer, but be financed by National Insurance 
contributions and by part of the proceeds of purchase 
tax or a special] sales tax. This scheme would have the 
merit of disillusioning those who believed that they were 
getting something free, and would produce an awareness 
of the truth of the situation, which was that the Welfare 
State had to be paid for, not by someone else, but by 
every working member of the community. : 

A less drastic reform, put forward by Lord Moynrman, 
was for some relief from taxation for people who saved 
to send their children to schools outside the State system 
of education, or who chose to go to their own private 
doctor. Why should not a citizen spend a little of the 
money he might have in having just a little more than the 
State would give him? But in doing that, why should 
he be forced to pay for his medicines, whereas other 
people who did not take the trouble got it all free ? 
These two were surely blatant attempts at bringing the 
standard of the people down to a level, rather than 
trying to raise it. 

In replying for the Government Viscount HattsHAmM 
showed a demure pre-budget reticence which happily 
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left him free to turn to the broader issues raised in the 
debate. We were admittedly living in difficult times— 
he later described them as “ abounding prosperity and 
extreme economic precariousness ’’—but he thought it 
wrong to paint the picture in too gloomy tones. When 
he went about the streets and saw the children vigorous, 
straight-limbed, well clad, with bright faces and obviously 
never under-nourished, he could not regret the changes 
of recent years. 

We were spending, he continued, about £1600 million 
on social services, and as far as education was concerned 
he did not think we were spending extravagantly— 
£514 million or less than 3% of our national product. 
But he admitted that many of the evils against which 
we planned our social services had not come about. 
The Beveridge report and the white-papers which suc- 
ceeded it were all based on the belief that we were going 
to have about 10% unemployment. He believed that 
the social services could have been designed more 
economically if it had been fully apprehended that we 
were going to have for fifteen years at least (and he 
hoped it would last much longer) full employment. 

The health service plan was based on an expenditure of 
£175 million a year. Sir Stafford Cripps thought that he 
would limit it to £400 million a year. At the latest 
figures it was running at something like £690 million a 
year: These were startling figures. As Lord Hailsham 
saw it, the National Health Service, if not properly con- 
trolled, would run away with a great deal of our national 
resources. Pension funds would be in the red somewhere 
about the middle of next year, to the tune of £40 million. 
By about 1970 the cumulative deficit would be about 
£380 million. Unless fairly stern measures were taken the 
budgetary situation for our social services would face a 
serious financial crisis much sooner than we expected. 
What then were we to do? Abandon the social services 
for which many people had spent part of their lives ? 
He thought that would not be the right course but he 
thought that some greater charge for them must be 
made if they were to be maintained, and if honest finance 
was to be retained. 

In a system of full employment a country was entitled 
to look to wages and salaries as primary sources out of 
which the ordinary necessities of life ought to be met. 
It was true that needed to be qualified by the insurance 
principle. We had learned to pay while we were well 
for what we might suffer when we were sick. At the 
same time, we had all to be on guard against the belief 
that we, as a nation or as individuals, had a right to a 
gradually expanding standard of life always at the 
expense of other people. As he saw it, inflation was 
nothing more or less than a large number of individuals 
making on the cumulative resources of the country a 
large number of demands, amounting, in fact, to a bigger 
total than the cumulative resources were able to meet. 
We must remember that in times like this it was not only 
Governments but countries and systems of government 
which were on trial. If we would not face the necessity 
for spending enough on investment and education, but 
continued to spend more on enjoyment than we spent 
on the true necessities of life, we should find that the 
dictatorships would beat us in the race for the control 
of the world. 

QUESTION TIME 


Hydrogen Bomb Tests 


Mr. Frank ALLAuUN asked the Prime Minister if, in view 
of the cumulative danger of nuclear explosions to this and 
future generations, he Would consider postponing the hydrogen- 
bomb explosion over Christmas Island for six months, during 
which period Her Majesty’s Government would take the 
initiative in seeking international agreement to stop all future 
tests.—The Prime MrnisTER replied: I understand that the 
Medical Research Council have no evidence that the amount 
of strontium-90 and other radioactive particles released by 
hydrogen-bomb explosions which may become sources of 
internal radiation has reached a potentially dangerous level. 
The present and foreseeable hazards, including genetic effects, 
from external radiation due to fall-out from the test explosions 
of nuclear weapons, fired at the present rate and in the present 
proportion of the different kinds, are considered to be 
negligible. Accordingly I am not prepared to postpone the 


forthcoming test in the Pacific. 
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So far, however, as long-term policy is concerned, the policy 
of Her Majesty’s Government has been clearly defined. 
I would add that various proposals on nuclear and conven- 
tional disarmament will be considered when the Disarmament 
Subcommittee, of which Her Majesty’s Government is a 
member, meets on March 18. 

Mr. W. N. WarBEy: When did the Medical Research 
Council give the Prime Minister this information ?—Did the 
council take into account the new evidence produced by 
Dr. Libby, the American Atomic Energy Commissioner, which, 
according to a report in The Times, shows that the level of 
strontium-90 in the bones of Americans will reach, by 1970, 
a level which will already be as dangerous as that laid down 
in the standards of the Medical Research Council ? In view 
of the great importance of this matter to human beings now 
living, including children, and to the future of the human race, 
will the Prime Minister look into this matter again ?—The 
Prime Minister: Yes, Sir. The Medical Research Council’s 
report was, of course, published last June. The Council is in 
continuous touch with this matter. All I can say is that the 
information which I have given is that which is supplied to 
me. I would point out that the banning of tests is quite a 
different question from that of their possible limitation. All 
these matters Her Majesty’s Government are always ready to 
consider. What I am not prepared to do is to postpone the 
the tests which we are about to make and which put us as a 
nation in the position in which we have a right and a duty 
to be. Mr. Attaun: Since the new American evidence shows 
that we are in real danger of viziting the sins of the fathers 
on the children, not only to the third and fourth generations 
but far beyond that, will the right hon. Gentleman have 
another look at the preposal of pcstponement ?—The Prime 
Minister: Of course, we keep all these matters under con- 
sideration, but when I am told that the dangers are negligible, 
as at present, it is not a reason why we, of all countries, 
should deprive ourselves of a weapon necessary for our safety. 

Mr. Hueu GarTsKELL: The Prime Minister will recall that 
Sir Anthony Eden gave us an undertaking that the Govern- 
ment were prepared to try to bring about a separate agreement 
on H-bomb tests. May I ask the Prime Minister, therefore, 
whether it is the intention of Her Majesty’s Government, 
when the Disarmament Subcommittee meets on March 18, to 
put forward definite proposals for abolishing these tests, 
independently of any other disarmament agreement ?—The 
Prime Minister: That is a question we would certainly 
consider. The banning of the tests is one thing and their 
limitation is another. What I am not prepared to do, and I 
do not think the country or the House would wish, is that 
we alone should deprive ourselves of the tests at this particular 
moment. thus leaving ourselves in a position of inferiority to 
others. Mr. GarrskeLtL: Will Her Majesty’s Government 
put forward separate proposals, at any rate for limiting, with 
a view to their eventual abolition, such tests, independently 
of any general disarmament agreement ?—The Primr 
MINISTER : We would rather have a comprehensive agreement 
dealing with the reduction of armaments both in the uneon- 
ventional and the conventional fields. That is what we would 
like and what we have been working for. Short of that, if 
we cannot get that, we should be anxious to get any limitation- 
of-tests agreement. 

Dr. Eprrx SuMMERSKILL: Is the right hon. Gentleman 
aware that the statement which he has just made is considered 
out of date by authorities, and that it cannot be reconcile 
with the statement which was made within the precincts of 
this House last week by Professor Haddow, who is regarded 
as the greatest authority in this country on this subject ?— 
The Prime MINISTER: Governments can only rely upon the 
best authorities that they can find. The best authorities 
available to Her Majesty’s Government are the authorities 
which we normally consult and whose opinion I have quoted. 
These are not individual experts here and there, but the 
Medical Research Council which, I think the right hon. Lady 
will admit, comprises the best organised and the most efficient 
research on this matter that can be found. 


North Staffordshire Infirmary 


Mr. Exxiis Smirx asked the Minister of Health when it 
was intended to implement the promises made to the hon. 
Member for Stoke-on-Trent, South, that the urgently required 
extensions would be made to the North Staffordshire Infirmary. 
—Mr. Dennis VosPeEr replied: The regional hospital board 
has included in its capital programme a new casualty and 
accident department, which it is hoped to start building next 
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ear. Mr. Exiuis Smrra: While attributing no responsibility 
1 the matter to the present Minister, will the right hon. 
‘ent‘eman see that this matter is now given super-priority ? 
s he aware that the hut which is now housing a great surgeon 
ind a very fine staff of nurses, together with disabled miners 
ind others, was built in the first world war and was used for 
. soldiers’ sports centre ? Is it not disgraceful that we should 
ave expected these very fine people to have carried on for so 
ong in these appalling conditions, and will he not give the 
matter super-priority ?—Mr. VosrpER : I am aware of what the 
hon. Gentleman says, and that is why this project is in the 
1958-59 programme. In fact, I understand that some pre- 
iminary work is in the 1957-58 programme. 


Mr. Ev.iis SmitH: What representations has the Minister 
received during the past years about the urgent need for 
extensions at the North Staffordshire Infirmary, Stoke-on- 
r'rent ; what kind of facilities exist there in the huts built 
f wood ; is the accommodation satisfactory ?—Mr. VosPEr : 
Representations have been received during the past three 
years from the hon. Member for Stoke-on-Trent, Central 
Dr. Stross), and the hon. Member for Newcastle-under- 
Lyme (Mr. Swingler), as well as from the hon. Member 
himself. A large wooden hut is in use for the accident follow-up 
clinic, and a similar one for the skin department. The accident 
accommodation is not satisfactory, and it will be replaced 
by the proposed new casualty department. Comprehensive 
treatment facilities are provided for the injured in the main 
hospital building. 

Prison Doctors 


Dr. Barnett Stross asked the Home Secretary how many 
medical practitioners are employed full-time in prisons in 
England and Wales ; and of these how many hold the diploma 
of psychological medicine.—Mr. J. E. 8. Son replied: 49 and 
6, respectively. Dr. Stross: Would it not be reasonable 
to ask that when any improvements are made in the service 
a special point should be made of ensuring that as many 
medical men as possible who serve full-time in the prisons 
should have_the diploma and that outsiders coming in to 
assist should also, where possible, be skilled in psychological 
medicine ?—Mr. Simon: In the case of applications relating to 
the prison service, the diploma is regarded as an advantage 
but not a prerequisite or essential, because the posts do not 
involve full-time psychiatric work. When an outside con- 
sultant is brought in, he is always a specialist. 


The Royal Commission on Remuneration 


The PRIME MINISTER announced on March 12 that 
Sir HARRY PILKINGTON, a company director, a director 
of the Bank of England, and a former president of the 
Federation of British Industries, has been appointed 
chairman of the Royal Commission. The other members 
are : 

Mrs. BAXTER (aged 54), secretary, Cambridge University Women’s 
Appointments Board. 

Mr. A. D. BONHAM-CARTER (51), a director of Unilevers. 

Mr. J. H. GUNLAKE (52), vice-chairman, Institute of Actuaries. 

atee Jown Jewkes (54), professor of economic organisation, 
Oxford. 

Mr. I. D. McInrosa (49), Headmaster, George Watson’s College, 
Edinburgh; a member of the Committee on Recruitment of 
Dentists. é 
i Sir Davip HueuHes Parry (64), professor of English law, London 

niversity. 

Sir Huew Watson (54), deputy keeper of Her Majesty’s Signet. 

Mr. SAMUEL WATSON (59), Secretary, Durham Miners’ Association ; 
chairman of an N.H.S. executive council. 


The Prime Minister said that the pay of junior hospital 
medical and dental staff, up to and including the grade of 
senior registrar, will be increased by 10% from April 1. 
‘* We are also considering,’’ he added, ‘‘ what should be 
done by way of interim adjustment for other doctors and 
dentists covered by the commission’s terms of reference. 
I shall make a further statement on this matter in due 
course. 

University Salaries 

Parliament is to be asked to vote additional funds 
allowing universities, as from August 1 next, to pay 
higher salaries to full-time staff. The necessary increase 
in the recurrent grant is estimated at £3 million initially. 
For non-medical and preclinical professors the salaries 
will be £2300 to £3000 a year, according to post. For 
clinical professors they remain at £2500 to £3100, with 
increases for juniors. 


“convalescent myxomatosists. 


{[marcH 16, 1957 583 


In England Now 


A Running Commentary by Peripatetic Correspondents 


HurRRAH for the deep, deep peace of a flat in town in 
place of the hurly-burly of the weekend cottage, as Mrs. 
Patrick Campbell might have said. Not having lived in 
the real country since I was a boy, I had forgotten what 
a ceaseless war has to be waged against its denizens: in 
fact, except for mining it’s the nearest thing to war in 
peacetime that there is. Up in the night to stop the rats 
moving the furniture around until you won't recognise 
the room in the morning. Then the dawn patrol against 
the rabbits, who, like the enemy on most dawn patrols, 
aren’t there. ‘‘ Born and bred in a briar patch” they 
may be but the local Ole Doc Bunny evidently prescribes 
the choicest treasures of the rock garden as a diet for 
Round the house to take 
the mice out of their traps and dispose of them. After 
breakfast, out against the pigeons, who can distinguish 
a gun from a stick at 50 yards with the sun in their eyes. 
But I can still put a shot in a grey squirrel’s drey and 
get a fircone on the head—and no squirrel. Then the 
moles, who have made the lawn look like a lunar land- 
scape. The moles! Some say worms baited with arsenic 
or strychnine but we do not hold these views. Others say 
cyanide, but we have tried this and it doesn’t work. 
Some advocate running the exhaust from the car into the 
runs for twenty minutes but who, except spivs, has got 
twenty minutes’ petrol to spare? And the chap from 
whom we borrow the mole-traps never seems to be at 
home. When all else fails there are the slugs which (are 
slugs which or who ?) have eaten the primula seedlings, 
the moths in the carpet, the worm in the chairs, and—by 
Monday—the bats in the belfry. 

* * * 





Into the E.N.T. outpatients department of this large 
Canadian hospital walked a rather elderly gentleman with 
his hands clapped to his mouth. 


“ Zzzzz,”’ he said, urgently, to the sister in charge. 
** Comment, Monsieur ?’”’ 

** Aaah !”’ 

“* What is it that you want ?”’ 

“* Reerrr.”” 


This history, though somewhat lacking in detail, 
secured entry to the surgeon. On examination, a piece 
of something about the size of a grape was discovered 
grasped somewhat insecurely between the fingers, and 
most securely between the teeth. Nor would the patient 
release his grip until it was safely held by forceps. 
Endoscopy then revealed the object to be a nasal polyp 
which had attempted to enter the glottis. It was 
promptly rejected with such explosive force that it was 
hurled throu,h the mouth, and out of the lips, until 
arrested by reaching the end of its somewhat elongated 
pedicle. At this stage, the patient, finding the pedicle 
between his teeth, had fixed it firmly, and sought help. 


* * + 


How long is a piece of string? My wife is worried 
about our pigs. We seem to be rearing some curiously 
elastic variety. In case you do not know all the under- 
taking secrets of the mortuary, the patient is measured 
up by two official ghouls, one being a gentleman from 
the National Pig Progeny Testing Board, and the other 
a grader from the Ministry of Fish and Chips, none the 
less gentlemanly in the silent presence of those little 
darlings who pay our rent. We could never fathom how 
there was always about 1 in. between them. Now we 
know. The grader measures the length of the pig while 
the carcase is hanging, his colleague while flat on the 
slab. One regards our dear departed as just another 
hunk of meat. The other shows true professional delicacy. 
Bacon factories contain a curious mixture of hopes and 
fears. 

Such anomalies strike at the very foundations of 
anthropometry. For many years my wife has made our 
pyjama-clad little figures stand bolt upright against 
the bedroom door, with Price’s Medicine on their heads, 
while I searched for a scalpel to scratch on the paint. 
Ought we to have looped a dressing-gown cord over the 
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clothes hook and measured them downwards? Would 
some less weighty tome than Price have affected their 
compression ? I doubt if we shall ever know. We have 
long suspected that boarding-schools practise some such 
expansion-and-contraction technique to puff up their 
catering claims. Even their own figures suggest that our 
children must shrink in the holidays. Maybe we too should 
keep a rack in the cellar. 

But the diversionary art of London’s escalators asserts 
that whatever may have slipped in the way of anthro- 
pometry can be adequately compensated by the one- 
way linear stretch, the two-way area stretch, or the three- 
way cubic s-t-r-e-t-c-h in our new foundation garments. 
Measurements are becoming so relative that before long 
we must expect another set of little brackets to augment 
those elementary metric conversions sprinkled all over 
our journal. I can see no limits to tension, short of dis- 
ruption, and might not some of the world’s present 
troubles be due to one set of people measuring an object 
hanging and the others measuring it flat, when they are 
both really measuring the same thing ? 

* . * 


Time off in February or March is often useless. Where 
can one go in this climate ? Staying at home to paint 
the house is tolerable only in small doses and is apt 
to be interrupted by calls from hospital. This year I 
discovered the Isles of Scilly. I went by boat from 
Penzance (about 3 hours) but those anxious to escape 
more quickly from civilisation and avoid a _ possibly 
stiff dose of the Atlantic can get there in 15 minutes 
in a tiny aeroplane from Land’s End. 

On arrival there is certainly a feeling of being abroad 
and a sense of surprise to find English spoken. The 
oldest inhabitant told me of the days when wrecks 
were common, and on Tresco I saw an interesting 
Valhalla full of figureheads and odd objects collected 
from wrecks. Many Tv aerials are to be seen, but the 
chance of meeting a car on a nine-mile tramp round 
St. Mary’s is slight and the drone of an aeroplane engine 
is only heard for a brief period. On the off islands of 
St. Martin’s, St. Agnes, Bryher, and Tresco one can really 
escape completely from the sounds of modern civilisation. 

The flowers, mostly daffodils, grow in small fields 
protected from the south-west wind by evergreen hedges. 
But anyone expecting to see bright fields of colour will 
be disappointed, for the flowers are picked as soon as 
buds appear. Only. those spared by an uneconomic 
price are left to blossom in the field. I don’t think there 
is much soil in the Scillies, and manv of the 140 islands 
which are uninhabited have none. Even grass does not 
grow on them and by this criterion (Leland’s test) 
they are mere rocks or sandspits : the others make up for 
their Cornish ruggedness by their Mediterranean climate. 

. * * 


Theatre Sister to Staff Nurse: ‘Mr. Phillips will not be 
turning up till 9.30 tomorrow, but Simpson is starting at 9.”’ 


Not very illuminating, perhaps, unless you happen to 
know that Phillips is the theatre porter and Simpson 
the consultant surgeon. 

. * * 


We, in Scotland now, who try to maintain high educa- 
tional standards, have always looked with a little 
suspicion at the apparent ease with which Sassenachs can 
obtain the degrees of M.B., CH.B. at English universities. 
Imagine our surprise then, when on looking through the 
Occupational Tables, England and Wales, 1951 Census 
(H.M.S.O. 1956, and costing £7 7s. mark you!) we 
discover there were in England and Wales four medical 
practitioners whose age last birthday was 15, three 
aged 16, one aged 17, and four between the ages of 18 
and 19 years. Can it be that, having failed the 11 4 
examination, instead of going up to the much vaunted 
public school, English children are now being sent 
up to medical schools ? 

» . > 


News from School._-As Lent has begun we ought to give 
something up, which we have always said, before, was essential 
for us. TI wonder what would happen if I gave up my food ? 
So far I have'nt given anything up, especially sweets, because 
people are more ready to give them away now, as lots of 
people have given them up. 
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Letters to the Editor 


GOVERNMENT AND PROFESSION 


Str,—Age having caused my retirement just one year 
before the National Health Service came into action, it 
is quite impossible for me to assess, in pounds, shillings, 
and pence, what are the right amounts for the various 
services and ranks to receive as annual emoluments ; 
yet would I implore all my brethren in our profession to 
refrain from taking any further part in that strike-which- 
is-not-a-strike. On three former occasions this has failed 
because the partakers in it realised at the last moment 
that they could not possibly be parties to so disloyal 
an action. 

Today we are in as grave a position as the country 
ever has been since the end of the Napoleonic wars, and 
are entering in that second decade after the death of 
Hitler which corresponds with that which after the fall 
of Bonoparte preceded the Reform Bill. ,We have 
been through two wars that have drained us of our 
wealth, and since then have had Korea to pay for and 
now there is Suez. In this next decade we shall need all 
the spirit of fraternity that human nature is composed of 
to get through without grave disturbances. 

Everyone is feeling the strain, from those who live in 
great houses and wonder how they can keep them up, 
to those in the little ones whose daily dread is that they 
may again be driven down to the standard of living of 
the first years of this century when the food of many of 
our children was ‘‘ bread and marg.’’ for breakfast, 
dinner, and tea. This is not the time for us to take 
any action, other than by the accepted methods of 
discussion. 

Much as many of us may think its methods need 
amending, trade-unionism has become the accepted means 
for those who work primarily with their hands. This 
does not mean that anything resembling it should be 
the means for those that work primarily with their minds 
—as it has been made since 1911 by those who have 
claimed to be our leaders. Even setting up the organisa- 
tion is harmful, as it clogs the machinery of proper 
discussion. 

It has done so in the past, it will do so again. As a 
private individual, therefore, I beg everyone in the pro- 
fession to refrain from signing any documents that they 
may very soon have cause to regret, and will feel bound 
to repudiate. 

London, W.1. T. B. Layton. 


TOWARDS PREVENTING SUICIDE 


Srmr,—One of the medical members of the Samaritans 
has drawn my attention to Mr. A. Watney’s letter last 
week. The service he envisages has been in operation 
since November, 1953, when, on my appointment as 
rector of a City church with minimal parochial responsi- 
bilities, I secured the kind coéperation of the national 
press in inviting anyone who was in despair to use 
MAN 9000 as a sort of spiritual ‘‘ 999.” 


The calls began coming in at once, and over 650 troubled 
people, of whom some 300 appeared to be potential suicides, 
have been persuaded to come and discuss their problems, the 
commonest of which are lack of a faith to live by, psycho- 
logical disturbance, marital or other sexual maladjustment, 
and loneliness in the world’s most populous city. In addition 
to our “ clients,’’ over 150 people have offered to help, and 
more than half of these are still as active as their circumstance’ 
allow. Some of the most effective first came as clients. Ou 
only full-time staff apart from myself are a secretary and a 
telephonist (our telephones ring over 100 times a day). 

Our experience has proved the truth of Mr. Watney’s con- 
tention that many suicides can be prevented by ‘‘ a sympa- 
thetic listener and counsellor.” Few of our members are 


armed with anything more than compassion and common sense 
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lus the training we are able to give at our meetings, yet their 
ntervention in the spirit of the Good Samaritan may make all 
the difference. Only two of our clients have so far committed 
uicide, though another half-dozen are still in danger of this. 

I cannot agree that ‘‘ helpers should not belong to medical 
1r religious bodies, nor should they be trained social workers 
psychiatrists *’ if Mr. Watney means that these should be 
excluded. The collaboration of medical and lay psycho- 
therapists is essential in many cases, and where there is serious 
mental disturbance we feel a heavy burden of responsibility 
until we have won the sufferer’s confidence sufficiently to 
persuade him or her to allow us to obtain a qualified opinion. 
The collaboration of one or two trained social workers has 
pointed the way to avenues of practical help we might other- 
wise have been unaware of, and if we were to exclude members 
of religious bodies we should bo reduced to about ten volunteers 
who give invaluable help but obviously cannot be expected 
to deal with the many theological difficulties and problems of 
conscience which come our way. But if Mr. Watney means that 
astonishing successes can be achieved in this work by “ ordin- 
ary people,”’ especially if they have “ been through it them- 
selves,” I can assure him that this has been proved up to 
the hilt. 

The broadcast about our work by Stephen Grenfell in the 
Light Programme last month, and its discussion by the Critics 
on the Home Service, have not only inundated us with calls 
from the London telephone area which we regard as our 
‘“* beat,’” but have also greatly added to the number of letters 
from other parts of the country and from abroad. It is clear 
that a similar service ought to be in operation in all the great 
centres of population. I am in touch with the work that has 
started in the last year or so in Berlin (where a psychiatrist 
who is also a Lutheran pastor is in charge) and in Sweden, 
but if anything of the kind is going on elsewhere in this 
country I am unaware of it. I have had inquiries from people 
in the Provinces willing to help if we will extend, but whilst 
close links and exchange of experience would be indicated if 
there were ‘‘ Samaritans ’’ in all the big towns, it would be 
undesirable and indeed impossible to organise them from 
London. We should naturally be willing both to invite leaders 
to work with us for some weeks, and also to visit other towns 
to help a newly formed branch to avoid our past mistakes. 
An active part would need to be taken by a clergyman who did 
not regard clients as conversion-fodder, a psychiatrist who 
took people’s spiritual needs seriously, a lay psychotherapist 
working under medical supervision, someone in addition to 
the clergyman with experience of marriage guidance, a sccial 
worker, and a lawyer; and these “ experts *’ would need to 
be surrounded by a devoted band of people of all religious 
faiths and none to do that most vital work without which all 
the rest may be in vain, and which we call “ befriending.” 

I should like to warn anyone who is thinking of starting 
this work that once it has begun there will be no time to 
raise the money necessary to keep it going. We innocently 
imagined that sooner or later (and we hoped not too late) 
someone would notice that we were working understaffed 
in appalling conditions, and would consider that 3"/, 
years on a shoestring had proved that the idea was 
sufficiently promising to be worth financing properly. 
This has not happened, and I would advise prospective 
anti-suicide squads to make sure of adequate premises and 
funds before committing themselves to anything up to 
100 hours a week of the most exacting (if also the most 
rewarding) work imaginable. 

St. Stephen’s Church, 

Walbrook, London, E.C.4. 


NEW DRUGS, OLD DANGERS 

Sir,— Your editorial warning (Feb. 9) rightly draws 
attention to the dangers of toxic reactions to drugs, 
but, as Dr. Fraser and Dr. Doniach say (Feb. 23), it is 
unfortunate that a drug of such proven efficacy and safety 
as carbimazole should be stigmatised by association 
with the amidopyrine derivatives or even phenylbutazone. 

In neither of the above communications was a further 
interesting point mentioned. In the treatment of other 
than the mildest degree of thyrotoxicosis, three alterna- 
tives are open—radio-iodine, surgery, and anti-thyroid 
drugs. It is not yet certain whether therapeutic 
radio-iodine may eventually have a carcinogenic effect. 


CHAD VARAH. 
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Surgery has a mortality-rate of at least 0-24% ! and an 
appreciable morbidity. Anti-thyroid drugs occasionally 
cause toxic reactions, but carbimazole appears to be the 
safest at present available®: though many thousands 
of patients must have been treated with carbimazole, the 
third fatal case has only just been reported.? 

Without discussing their relative merits, I would point 
out that treatment by thyroidectomy has a higher 
mortality than treatment with anti-thyroid drugs. 

Cardiff Royal Infirmary. CRAIG BURRELL. 


BRONCHIAL CARCINOMA 


Str,—Many of us will find the plea put forward by 
Mr. Thompson (Feb. 23) unacceptable as a rational step 
towards improving the treatment of this condition. It is 
true that, as Mr. Thompson says, “the difficulties in 
diagnosis are the real problem’”’ but it is unfortunate 
that the stress in his comments should focus attention on 
an aspect of delay that does little justice to his col- 
leagues’ efforts ; particularly as it has yet to be shown 
that the earliest possible diagnosis of this condition is, 
in fact, early enough to justify considering surgery as the 
treatment of choice. 

Without planning especially for any lung condition the 
hospital.service in this area has, for over seven years, 
provided general practitioners with both X-ray and 
pathological services, which are freely available, as is 
access to the thoracic surgeon. The conditions which 
Mr. Thompson advocates have, in fact, existed for a good 
while ; and it is interesting that the almost invariable 
step of the general practitioner, after getting his X-ray, 
is to turn either to the consultant physician or to the 
chest clinic for further investigation. Reports on chest 
X-rays from hospital departments, though frequently 
worded in such a way as to indicate probable pathological 
conditions, are nevertheless commonly couched in terms 
which cannot indicate to the general practitioner a clear 
need to turn to the thoracic surgeon. It is presumably 
at this juncture that Mr. Thompson desires a ‘‘ cancer 
differentiation clinic’’: and, although, with suitable 
rearrangement of the radiologists’ phraseology and the 
general practitiontrs’ habits, new referrals might be less 
than some of your correspondents forecast, they would 
necessarily have to be numerous to make any impact on 
mortality, as I think the following figures indicate. 

In this area, of a population of roughly 140,000, during 
1956 24 cases of bronchial carcinoma were diagnosed at the 
chest clinics. Of these, 8 arose in patients already under super- 
vision on account of tuberculosis and/or pneumoconiosis, 
while 16 were new cases. In 15 others bronchial carcinoma 
was provisionally diagnosed, and 9 of these were broncho- 
scoped: 1 patient deemed tuberculous was found to have a 
neoplasm after ten weeks—the diagnosis was missed in fact. 
Of the proven group of 24, 11 died during the year. 4 patients 
had obvious metastases when first seen: 4 others were found 
to have metastases within two weeks of first attendance; 5 
others had bilateral pulmonary tuberculosis (sputum positive 
in 2); a further 3 had complicated pneumoconiosis category B 
(Pneumoconiosis Research Unit classification); 2 more 
refused admission to hospital for either bronchoscopy or 
deep X-ray therapy; 4 were déemed inoperable by the 
surgeon by virtue of respiratory insufficiency or advanced 
age; and 2 were submitted to pneumonectomy and survive. 
The operability-rate was thus about 8%; and the patients 
found suitable for operation came from symptom-free attenders 
for mass miniature radiography. 

Now for the delay : of 17 bronchoscoped, the average time 
between first interview at the clinic and admission for broncho- 
scopy (always after consultation with the surgeon) was 16 
days—a figure materially influenced by ‘4 patients who, 
despite every encouragement, held back for 49, 30, 26, and 
24 days before agreeing to bronchoscopy. 4 patients (none of 
them submitted to bronchoscopy) had, in fact, attended 
hospital for X-ray previously, the report going to the general 





1. Cattell, R. B. J.clin. Endocrin. 1949, 9, 999. 
2. Burrell, C. D., Fraser, R., Doniach, D. Brit. med. J. 1956, 1, 1453. 
3. Tait, G. B. Lancet, 1957, i, 303. 
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practitioner ; and as this is the procedure Mr. Thompson 
favours, their fate is worth following. The time which elapsed 
between the hospital X-ray report and referral to the chest 
clinic was 332 days, 71 days, 40 days, and 39 days. In the 
Ist case the patient failed to reattend hospital for further 
X-rays as requested and there was inadequate follow-up by 
the X-ray department ; in the 2nd, delay appears to have been 
the general practitioner’s procrastination ; and in the 3rd and 
4th cases a firmly made but incorrect radiological diagnosis 
from the hospital gave the practitioner no hint of the possi- 
bility of neoplasm, and a routine appointment at the chest 
clinic was thus asked for. 


If Mr. Thompson will accept 16 days as a reasonable 
practical interval, to what extent will more speedy 
diagnosis reduce mortality ? 

Workington Infirmary, 


Cumberland. R. HAMBRIDGE. 


YOGURT IN GASTRC-ENTERITIS OF INFANCY 

Sir,—I have read with interest the correspondence 
on this subject. Yogurt seems to be established as a 
remedy. In eastern parts of India (Bengal and Assam) 
yogurt is used by village women who regard it as a 
specific treatment for gastro-enteritis in infants and 
adolescents. 
Edinburgh. A. K. CHATTERJEE. 


A NEWSPAPER FOR THE PARTLY SIGHTED 


Sir,—Dr. Atkinson’s letter of Feb. 2 raises the problem 
of helping the partially sighted to read. He suggests the 
solution may lie in the provision of reading matter printed 
in type large enough for them to decipher. This possibility 
has already been examined carefully by the education- 
alists in regard to school books for the partially sighted 
and found impracticable at present on the grounds of 
cost of production and limited demand. 

There are now many devices in the form of hand lens, 
lens mounted on stands, telescopic lenses, and high-power 
spectacle lenses giving various degrees of magnification 
up to 15. A special clinic exists at Moorfields Holborn 
Branch, in London, for providing these aids. The aims 
of the clinic are to find out the needs of the patient and 
supply the most appropriate aid. Some training and 
encouragement in the use of the appliances in the higher 
ranges of magnification is found to be necessary. Visual 
aids successfully prescribed give the patients much 
wider scope than could ever be obtained by the limited 
production of reading matter in the larger type which 
would be required. 

I hope Dr. Atkinson will not take it amiss if I suggest 
that he refers his partially sighted patients to his ophthal- 
mic colleagues, who are fully aware of these appliances 
and can obtain them for their patients from their local 
dispensing opticians. 


London, W.1. P. McG. Morrart. 


Str,—Dr. Atkinson has drawn attention to the 
misfortune of those many and often elderly people 
whose visual acuity is so impaired that they can read 
type only of newspaper headline size. He suggested a 
special newspaper composed wholly of headline typefaces 
—a suggestion which poses many problems of which 
expense is not least. 

The difficulties of the partially sighted have been 
prominent in the activities of members of the Association 
of Dispensing Opticians for many years. Telescopic 
spectacles were produced a half-century ago; special 
magnifiers have been manufactured since the 1920s and 
made known to ophthalmic surgeons. Since 1950, tele- 
scopic spectacles of increased power and improved 
magnifiers of greater field of view have been made avail- 
able; more recently dispensing opticians have devised 
reading-spectacles permitting magnifications of 4x, 6x, 
and 8x to be used, and these can be obtained through 
ordinary trade channels. 
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A system of quantitative assessment of the degree of 
magnification necessary has been advanced by one of my 
members and this is the subject of systematic tests for 
patients at the Westminster branch of the Moorfields, 
Westminster and Central Ophthalmic Hospitals in 
London. The same member has produced ingenious 
combinations of illumination and magnification extending 
the range from 8x to 20x. 

The Oxford Ophthalmological Congress in July, 1956, 
made the question of aids to the partially sighted one of 
its principal subjects for discussion, and the important 
part to be played by the dispensing optician was recog- 
nised when the president and the vice-president of this 
association were invited to contribute to the opening 
papers. 

The problem voiced by your correspondent is therefore 
being met by ophthalmologists and dispensing opticians, 
and its solution will render newspapers of enlarged type 
unnecessary. 


The Association of Dispensing Opticians, 
London, W.1. 


M. G. AtrD 
Secretary. 
#TIOLOGY OF PRE-ECLAMPSIA 
Sir,—May I answer certain criticisms that time did 
not allow me to deal with at the meeting at the Royal 


Society of Medicine on Feb. 22, reported in your columns 
last week ? 


Renal ischemia, Pappenheimer’s study has shown,! can 
remain undetected: it can provoke a rise in blood-pressure, 
and Wilson * draws attention to the possibility of an unde- 
tected renal mechanism underlying essential hypertension ; 
it can account for all the signs of toxemia and be provoked by 
the uterorenal reflex,? which is the primary and effective, 
but not the sole, stimulus for its production in toxemia. 

Professor Browne’s experience of serious deterioration of 
toxemia after surgical induction is thus accounted for by 
the excitement of operation, the anesthetic, the cervical 
manipulation, and the heightening uterine tension of incipient 
labour (a supreme adverse factor), which can all increase 
the renal ischemia and often help to outweigh the benefit 
conferred by reducing the intra-uterine pressure by amnio- 
tomy. 

Renal ischemia is more likely in pregnancy complicated by 
essential hypertension—a clinical state where I suspect it 
already exists undetected by our hitherto incomplete apprecia- 
tion of renal hemodynamics measured biochemically. Renal 
ischemia is reflected in the reduced uterine circulation—a 
change noted also in the pregnant woman suffering from 
essential hypertension. Its occurrence and extent depend on 
the responsiveness of the kidney, which occasionally varies 
greatly from patient to patient, thereby largely explaining the 
also occasional apparent exceptions to the thesis, when even a 
small foetus can evoke the renal ischemic reflex, though a 
larger one may fail to do so. Similarly, as Dr. Morris pointed 
out, a pregnancy complicated by twins or by acute hydramnios 
is not always a toxemic one. In these circumstances the 
adaptation of the uterus to its contents also affects the extent 
of the renal ischemic response. Such adaptation is the 
measure of the uterine tension (the stimulus of the reflex), and 
is not to be confused with the intra-uterine pressure, which 
is a minor factor in the production of the tension. 

The foregoing helps to explain the difference in the incidence 
of toxemia when these identical pressure factors (twins and 
hydramnios) complicate either the primigravid or the multi- 
parous state. 

Dr. Morris raised another point of peculiar interest by 
citing that toxemia is not an invariable accompaniment to 
pregnancy in a rudimentary horn. I would like to offer the 
following explanation. Grunewald‘ found an association 
between the failure of development in the uterine horn on 
one side and absence of the kidney on the same side. 
There may be a physiological counterpart to this embryo- 
logical connection: each uterine horn may exert its reflex 
ischemic action on the corresponding kidney alone. Thus, 
the kidney on the side of the normally developed and non- 


pregnant horn would not have been subjected to reflex 

2. Fy ene, J. R., Kinter, W. B. Amer. J. Physiol. 1956, 
. eee 

2. Wilson, C., Ledingham, J. M. Brit. med. J. 1956, ii, 1236. 

3. Sophian, J. Toxmmias of Pregnancy. London, 1953 

4. Grunewald, W. J. 


Anat. Rec. 1939, 75, 237 ; Ibid, 1943, 86, 321. 
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ischeamic stimulation. It would therefore be free to neutralise 
the» humoral hypertensive substances produced by its 
ischemic partner and also to deal with the additignal salt 
and water load. Experimental parallels are provided by 
Kolff and Page * and by White.* 

Finally, Franklin’s’ ‘“ hemex’’ effects responsible for 
renal ischemia may well underlie the association of toxemia 
with extra-uterine pregnancy, since blood and certain other 
substances spilled on the peritoneum can provoke a renal 
shutdown. 


The correct appreciation of the thesis I have advanced 
is therefore sufficient to explain these apparent exceptions. 
Its main themes are that the primigravid uterus by 
resisting stretch imposes renal ischemia, and that this 
change is responsible for the pre-eclamptic syndrome. 
Both remain unshaken is my submission. 

London, W.1 JOHN SOPHIAN. 


ACETAZOLAMIDE IN THE TREATMENT OF 
CYSTIC DISEASES 


Str,—We have made an observation which we find 
quite appealing but are unable to pursue because of lack 
of suitable patients in our military practice. It is with 
the hope that readers with suitable patients will investi- 
gate the effects of acetazolamide (‘ Diamox ’) on cysts of 
various organs that these superficial observations are 
presented. 


For about a year we have been caring for a 37-year-old 
white woman whose only complaints have been referable to 
chronic cystic mastitis. Shortly after hysterectomy for 
““abscessed uterus’’ in 1949, she first noticed swelling, 
tenderness, and spherical nodules in both breasts. Over the 
years the breasts became larger and more tender, and their 
very weight caused pain in spite of reinforced supporting 
devices. Progesterone therapy seemed to provide some tem- 
porary relief, but at the time of her first visit to the clinic 
she was quite miserable most of the time. The breasts were 
enormous, turgid, hyperemic, and too tender to palpate 
adequately. There was no other evidence of disease; and 
urinalysis, blood-counts, and chest X-ray were normal. She 
was examined by a surgical consultant, who was willing to 
defer surgical intervention. 

Progesterone therapy was reinstituted, but no definite 
improvement ensued and after four months it was apparent 
that some other measure was mandatory. Because of a 
possible analogy between secretory cysts and glaucoma, 
acetazolamide (2-acetylamino-1, 3, 4-thiadiazole-5-sulphon- 
amide) 250 mg. was prescribed for each eight hours for three 
days twice a month. A few days later the patient telephoned 
joyfully that the pain and tenderness had subsided completely, 
that her breasts felt light and buoyant, and that the size had 
so diminished that she could wear comfortably a brassiére 
several sizes smaller than had been ible for years. 

When she returned the following month she described a 
gradual refilling and increasing tenderness of the breasts after 
the first detumescence and an equally striking response after 
the second course of acetazolamide. At this time the breasts 
were pale, flaccid, wrinkled, and -pendulous, and palpation 
revealed grape-like clusters of firm nodules, about 1 cm. in 
diameter, which were non-tender. Her weight was 2 lb. less 
than the previous month, and she believed that her feet and 
ankles were slimmer, although the first examination had 
revealed no cedema. The regimen was changed to three days 
of acetazolamide therapy each week, and in the past nine 
months the patient has had no recurrence of her symptoms. 


It was unknown whether the improvement from 
acetazolamide was a result of reduction of generalised 
cedema which was apparent only in the breasts and for 
which there was no obvious cause, or whether there was 
a specific effect on the cysts themselves. If, like the 
ciliary body of the eye,* the cysts secreted bicarbonate 
to increase their osmolar, and hence their water, content, 
inhibition of carbonic anhydrase might cause a reduction 
in cyst volume. To investigate this possibility, cyst fluid 


5. Kolff, W. J., Page, I. H. Amer. J. Physiol. 1954, 178, 69. 

6. White, H. L. Transactions 2nd Josiah Macy Conference, New 
York, 1950, p. 128. 

7. Franklin, K. J. Jrish J. med. Sci. May, 1955, p. 214. 

8. Becker, B. Amer. J. Ophthal. 1954, 37, 13. 





BIOCHEMICAL FINDINGS IN A CASE OF SOLITARY BREAST CYST - 





Plasma Cyst fluid 
sit eel tal eal ce 
| May 17, | May 21, | May 17, | May 21, 
1956 1956 | 1956 | 1956 
Na (m.eq. per litre) 135-6 148°7 | 148-5 62- 
K (m.eq. per litre) “a 4-8 33 | 10-0 99-9 
CO, (m.eq. per litre) .. 27-3) | 20-2 15°5 31°3 
Cl (m.eq. per litre) 104-6 110-7 93-0 | 32-4 
 aeecbihiar eas rah he 7-39 | | 7-18 
illi-osmols per litre*. . 309-7 288-4 286-2 | 285-4, 


* By freezing-point depression. 


and plasma from a second patient, who had a solitary 
breast cyst of some 50 c.cm. volume, were examined 
before and after a three-day course of acetazolamide with 
the results shown in the accompanying table. 

We would not dare attempt to interpret these sur- 
prising results until they are confirmed in additional cases, 
but neither this same patient nor any other suitable one 
has been available to us. Serious analytical errors are 
uncommon in this laboratory, and the comparability of 
the 90 m.eq. per litre gain in potassium and the 86 m.eq 
per litre loss of sodium by the cyst fluid suggests that 
a true change has occurred. The initial discrepancy of 
50 m.eq. per litre between cations and anions in the 
cyst fluid, rising to 100 m.eq. per litre, with no change 
in total osmolar concentration, indicates a large and 
increasing concentration of an unmeasured anion. 

Although we have been anxious to find patients with 
cysts of the breast, we are even more interested in the 
possibility of a favourable response in cysts of the kidney, 
where slight relief of pressure might have profound effects 
on function and viability of the renal parenchyma and, 
hence, the patient. In the one patient whose renal-cyst 
fluid, obtained by percutaneous needle aspiration, was 
examined before and after acetazolamide therapy, there 
were no changes from plasma except those expected 
from the lower protein content. In retrospect, it might 
have been predicted that a renal cyst, which is derived 
from the proximal portion of the nephron and presumably 
lacks secretory capability, would resemble an ultrafiltrate 
of plasma. However, this too should be confirmed, and 
the rarity of such clinical material in a military practice 
makes it unlikely that we will be able to pursue this 
project. 

Witii1am H. MERONEY 
Wurm B. BiytHE 
IvaR WERNER 
Mitton E. Rusin1. 


Walter Reed Army 
Institute of Research, 
Washington 12, D.C., 

U.S.A. 


POLYNEURITIS AS A CAUSE OF “ AMYOTONIA 
CONGENITA ”’ 


Sir,—It is certainly true, as Dr. Woolf points out in 
his letter last week, that amyotonia congenita is a term 
originally proposed by Oppenheim to identify a condition 
in which generalised hypotonia of skeletal muscles is 
present at birth and in which spontaneous improvement 
occurs. On the other hand, the fact that progressive 
infantile spinal muscular atrophy (Werdnig-Hoffmann 
disease) could begin at or before birth was not generally 
recognised when Oppenheim wrote his original descrip- 
tion. Furthermore, it soon became apparent that many 
cases in which Oppenheim and others diagnosed amyo- 
tonia congenita showed steady deterioration and 
eventually proved to be instances of the progressive 
disease.* Whether or not this was Oppenheim’s original 
intention, it soon became the custom. to describe all 
cases showing severe hypotonia at or soon after birth 
as amyotonia congenita and few have reserved this 
name for that small proportion of cases which show 
spontaneous improvement. Indeed it is now a common 


1. Oppenheim, H. Mschr. Psychiat. Neurol. 1900, 8, 232. 
2. Greenfield, J. G., Stern, R. O. Brain, 1927, 50, 652. 
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practice amongst pediatricians and neurologists to use 
the term amyotonia congenita for all*cases with muscular 
weakness and hypotonia developing in the first year of 
life, even when the condition is obviously one of pro- 
gressive spinal museular atrophy. Hence I would agree 
with Brandt* that this title is now generally utilised 
to describe a syndrome which can be produced by many 
disease entities. 

In my view, Dr. Chambers and Dr. MacDermot (Feb. 
23) were therefore justified in saying that their cases of 
infantile polyneuritis had presented with the syndrome 
of amyotonia congenita. While I do not wish to deny 
the importance and validity of Oppenheim’s original 
observations, I would submit that the term amyotonia 
congenita has become unsatisfactory and is better 


discarded. It is for this reason that I have suggested 4 
a new name—‘ benign congenital hypotonia ’’—to 


identify that group of cases which carry a good prognosis, 


Neurological Unit, 
Royal Victoria Infirmary, 


Newcastle upon Tyne. JoHN N. WALTON. 


DEPOT TUBERCULIN 


Str,—Dr. Hall’s letter (March 2) regarding the dis- 
advantages of depot tuberculin prompts us to record our 
own experience with this substance. 

Eleven months ago it was given to a group of 42 
elderly people who were negative to 100 T.v. of Old 
Tuberculin. The difference between the reactions to the 
P.P.D. (purified protein derivative) and to the control 
oily vehicle was quite definite in those who reacted, but 
we find that almost a year later the dusky red indurated 
area persists in a substantial number of patients. It 
matters little in the elderly, but it is understandable how 
unpopular it would be in younger people. 

Another curious feature is that the indurated area 
becomes more red and angry-looking if the patient has 
an intercurrent infection. We have been unable to 
explain this. 

J. KoLcan 

Bournemouth. O. D. BERESFORD. 


BURNS AND SCALDS 


Sir,—We regret having delayed our comment on the 
letter from Mr. Watson and Mr. McLaughlin.’ At any 
rate this delay will have given them the opportunity 
of saying, ‘‘ There, I told you so, he does graft 
immediately.”’ 

In the past year, more than eighty patients with burns 
were admitted to our clinic and only one was grafted ; 
this was a little girl who developed, while in hospital 
and as had long been forecast by us, a contracture 
beneath the chin. Because of their position and her 
habit of slobbering food over the raw surface, we were 
never able to keep the granulations dry. 

Professor Wells is quite right in his evaluation of the 
Baghdad granulations, and many others of the experi- 
enced visiting surgeons who have examined these cases 
have commented that they have never seen anything 
quite like them before. But we are especially grateful 
to Professor Wells because he persuaded his colleague, 
Mr. J. H. Johnston, to visit us in Baghdad and we had 
the privilege of his criticism and help over an all-too- 
short period of weeks. Working in the middle of a vast 
desert, it is easy to develop the belief that all one’s 
geese are swans, and a little deflation has a salutary 
effect. 

We are grateful for the dogma on the pathology and 
repair of burns but should like to refer you to what 
Shakespeare might have said in the matter: ‘* There 
3. Brandt, S. Werdnig-Hoffmann’s Infantile Progressive Muscular 

Atrophy. Copenhagen, 1950. 
4. Walton, J. N. Lancet, 1956, i, 1023. 
5. Watson, J., McLaughlin, C. R. Ibid, 1956, ii, 6&5. 
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are more things in heaven and earth than are dream: 
of in your pathology.” 

For the information of your correspondents, it ir 
theoretically possible to leave London Airport in th 
early morning and arrive in Baghdad early the sam: 
evening. 


W. E. M. WarpILyt 
Baghdad. Kuatip NajJr. 


COLDS IN RELATION TO THYROID ACTIVITY 


Str,—The connection between the thyroid gland and 
the nose has been recognised for several decades.’ 
Proetz * and Hollender* reported an increased tendency 
to upper respiratory disease in their hypothyroid patients, 
which could be diminished by giving thyroid hormone. 

I have compared thyroid function, in patients having 
diagnostic radioactive iodine (#41) tests for suspected 
thyroid diseases, with the incidence of upper respiratory 
infections. 

Patients referred for these tests were asked the follow- 
ing questions : ’ 

(1) Do you get colds ? 

(2) Have you had a cold or influenza in the past two years ? 

(3) Do you suffer from sinusitis or catarrh ? 

(4) Do you suffer from hay fever ? 

(5) Do you suffer from asthma or bronchitis ? 

A patient who replied ‘‘ yes”’ to any of these questions 
was classified as positive, and one who said ‘‘no”’ to 
every question was classified as negative. 

A tracer dose of ™ I, either 50 ue. or 100 ue., was 
then given by mouth on a fasting stomach. After 
twenty-four hours the thyroid uptake of I was esti- 
mated, and after forty-eight hours the serum protein- 
bound I. The second test was omitted in 16 hyper- 
thyroid patients who had an elevated basal metabolic rate 
or well-developed clinical signs. Diagnosis was made by 
methods other than ™I tests in 4 hyperthyroid patients. 
Patients with a high uptake but low protein-bound ™] 
did not suffer from hyperthyroidism.* The results in 
4 euthyroid patients who had had a previous partial 
thyroidectomy and in a pregnant patient have been 
excluded, for falsely high values are found in these cases. 

All the patients in the hyperthyroid group were 
clinically hyperthyroid; the majority were suffering 
from toxic nodular goitres. The age-distribution is 
shown in table 1. 

The hyperthyroid patients were remarkably free from 
upper respiratory infection. Only about 13% of them 


TABLE I-—AGE-DISTRIBUTION OF PATIENTS 


Age (years) 


--- 0-30 30—40 40—50 50-60 60-70 > 70 


Hyperthyroid. . s vo tS ALE -1. O | el e 
Not hyperthyroid .. ee st) 14 14 17 16 4 


High uptake but low protein- 


bound *"I . 2 2 0 2 3 2 


had a positive history, compared with 85% of those 
without hyperthyroidism (see table 1; y? = 49-5). 

Hyperthyroidism may affect the nasal mucosa in 
two ways: 


(1) Vitamin A has been shown to be present in greater 
amounts than normal in hyperthyroid persons > owing 
to the direct action of thyroid hormone on its absorption 
and conversion from carotene. Vitamin A is concerned 
in the maintenance of mucous surfaces * and has 
1. Osler, W., McCrae, T. A System of Medicine. London, 1909 ; 

vol. 7, p. 459. 
. Proetz, A. W. Ann. Otol., &c., St. Lowis, 1947, 56, 328. 
. Hollender, A. R. Arch. Otolaryng., Chicago, 1956, 63, 135. 
. Bell, G. O., Eisenbeis, C. H. jun. New Engl. J. Med. 1955, 

253, 812. 
5. Moore, T. 
6. Fell, H. B. 


wee 


Biochem. J. 1937, 31, 155. 
Brit. med. Bull. 1956, 12, 35. 





H ype 


Not 1 


effec 
shov 
Exes 
as W 
dose 

(2 
in hy 
alco 
of in 
that 
cept 
not 
hyp 
coul 


T 
mue 

I 
Mrs 
isot 
thei 

W 











HE LANCET] 


TABLE II-——INCIDENCE OF UPPER RESPIRATORY INFECTION IN 
tELATION TO THYROID ACTIVITY IN PATIENTS ATTENDING A 
HYROID CLINIC 


Upper respiratory 
infection 
Thyroid condition 





Negative Positive 
Hyperthyroid = - pe : 26 4 
( Normal +s ee 13 61 


Not hyperthyroid High uptake but low 


protein-bound **"I 0 11 


effective in treating atrophic rhinitis,’ but it has not been 
shown to influence susceptibility to the common cold. 
Excess vitamin A depressed the basal metabolism of rats * 
as well as human thyroid activity in current therapeutic 
doses. *® 

(2) The blood-supply to the nasal mucosa is increased 
in hyperthyroidism. The traditional remedies of warmth, 
alcohol, and ingestion of food have in common the effect 
of increasing peripheral circulation. Andrewes '° recorded 
that chilling his volunteers did not increase their sus- 
ceptibility to experimental colds, but his controls were 
not comparable with hyperthyroid patients. The nasal 
hyperemia from long-standing thyroid overactivity 
could not be simulated experimentally. 

The thyroid hormone probably acts directly on nasal 
mucosa. 

I am indebted to Mr. W. Armstrong, Miss J. Harding, 
Mrs. B. Cooper, Miss M. Holmes, Mr. R. B. Duncan, and the 
isotopes division of the Dominion Physical Laboratory, for 
their assistance. 


Wellington Hospital, 


Wellington, N.Z. J. LOGAN. 


HYPERTENSION : PRESYMPTOMATIC DIAGNOSIS 
AND TREATMENT 


Srr,—I am grateful to Dr. Hambling and Dr. Schoene- 
wald for their criticism (Feb. 16) of my letter (Feb. 2). 
Dr. Schoenewald is willing to grant that benign hyper- 
tension kills, but still rails vehemently against the 
suggestion that a disease which often kills has no right 
to be called ‘“‘ benign.’’ Is it not mere conservatism or 
orthodoxy which stands in the way of the change in the 
nomenclature ? He and Dr. Hambling insist that the 
patients I have referred to are ‘‘ mostly healthy people ”’ 
and that ‘‘ hypertension is probably not a disease until 
it begets complications.’”” The purpose of my letter was 
just to challenge this attitude. When the condition 
begins to produce symptoms, it becomes complicated or 
symptomatic hypertension, and it is by no means correct 
to think healthy individuals can ever be ‘“ diastolic 
reactors.”” Fishberg* is convinced that more than half 
the people who have transitory emotional hypertension 
ultimately prove to have essential hypertension. Levy et 
al.,2 on a critical analysis of the medical records of 22,741 
army officers, have establishec that those with a transient 
elevation of blood-pressure above 150 mm. Hg systolic 
or 90 diastolic are more likely to show sustained hyper- 
tension at a later date than those whose readings remain 
below these normal levels. Discussing their paper, Hines 
remarked that the question of what should be done with 
this type of patient is a very pertinent one. Hines has 
also found *® that those whose blood-pressure is in the 
upper range of normal often show essential hypertension 
ten or twenty years later, though this rarely develops 
in those with low normal pressures. 


= 


Duncan, R. B. N.Z. med. J. 1956, 55, 322. 


8: Sadhu, D. P., Brody, 8. Amer. J. Physiol. 1947, 149, 400. 

9. Logan, J. J. clin. Endocrin. 1956 (in the press). 

10. Andrewes, C. H. New Engl. J. Med. 1950, 242, 235 

11. Fishberg, A. - Hypertension and Nephritis. Philadelphia, 
1954; p. 69 

12. Levy, R. L., Millman, g LO. , Stroud, W. D., White, P. D. J. Amer. 


. Ass. 1944, 126, 
13. Hines, E. A. jun. Thide “040, 115, 271. 
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Dr. Hambling objects to the use of reserpine; I am 
afraid his account of the undesirable toxic reactions is 
somewhat exaggerated. It does not really matter what 
mild hypotensive drug is used, as long as it is granted 
that symptomless hypertension is not to be ignored. 

Since sending my first letter I have been encouraged 
to find that the Ciba Foundation’s Fourth Quarterly 
Clinical Forum, held under the chairmanship of Lord 
Horder, considered it important to discuss the significance 
of symptomless hypertension and the vexed problem of 
its treatment. 


Madras Medical College, 


Madras, India. K. 8. SangrIvi. 


OBSTETRIC FLYING-SQUADS 


Sir,—I am grateful for Dr. Freeman’s kind reference 
(March 2) to the first ‘‘ flying-squad,”’ based on University 
College Obstetric Hospital, to be set up in the County 
of London. The area we cover now includes the boroughs 
of St. Pancras, Holborn, Finsbury, Hampstead, and, of 
course, Dr. Freeman’s borough of Islington. During 
the years 1951 to 1956 (inclusive) 164 calls were received ; 
in 1954 there were 41 calls. The composition of the team 
has increased by including an anesthetist and a medical 
student. 

The most common call is still for postpartum hemor- 
rhage, with or without retention of the placenta. This 
is the major risk to a woman’ having & home delivery. 
It would become negligible if midwives were allowed to 
administer ergometrine with the crowning of the head. 
In many maternity hospitals such a procedure is now 
included in the management of normal labours. Why 
should mothers who have home deliveries be exposed 
to such a grave risk because domiciliary midwives are 
not allowed to practise this simple and safe technique ? 


London, W.C.1. W. C. W. Nrxon. 


**DOCTOR ” 


Str,—Much as I dislike the designation ‘‘ medical 
officer ’’ I disagree entirely with your reasons (Feb. 16) 
for objecting to it. 

(1) You state that ‘‘ in clinical medicine there should 
be no chain of command ”’ ; but, if a general practitioner 
gives a patient a prescription for penicillin injections and 
asks him to get the district nurse to administer them, 
what is this but a chain of command? The case of an 
orthopedic surgeon ordering an X-ray examination or 
physiotherapy falls into the same category. Wherever 
there is a clinical team there must be a clinician-in-charge 
whose orders are obeyed by the others. All of us who 
have done ward rounds with ‘‘ honoraries”’ and sisters 
of the old school know that there is a chain of command 
in medicine. 

(2) Patients attending a general practitioner’s surgery 
admittedly want the help of a doctor, not an official ; 
but as soon as the doctor starts to write a certificate 
he becomes a Government official, whether he likes the 
idea or not. He does not have to issue a certificate of 
incapacity merely because the patient wants one—he can 
refuse if he wishes. By merely affixing his signature to 
such a document he enables the patient to receive con- 
siderable sums in benefit ; by withholding it he can deny 
the patient these benefits. Great indeed is the general 
practitioner’s administrative authority in this connec- 
tion ; so he becomes perforce an official in the Govern- 
ment system of sickness and accident insurance. 

By all means let us serap the title ‘‘ medical officer ’’ 
—but let us do so because of its clumsiness, not because 
of false feelings of self-righteousness. 


Tikeston, 


Derbyshire. Ratpu N. WILson. 


Simr,—Last week's letter from Dr. Morgan reminds me 
that more than fifty years ago a weekly publication 
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called the General Practitioner ran a campaign to persuade 
those in practice not to allow themselves to be described 
as doctor unless they held a university doctorate. My 
father, who subscribed to this journal and held the 
Conjoint diploma, regarded this advice as an unnecessary 
interference with the wishes of his patients, who had 
always considered him their family doctor and often 
their adviser on matters outside medicine. 


London, W.1. PEARSE WILLIAMS. 


PEDICULOSIS CAPITIS 


Sitr,—The investigation described by Dr. Nelson and 
Mr. Cromie (Feb. 23) is full of interest and the observa- 
tions will be of value to medical officers of health, all of 
whom must still be concerned with the prevalence and 
difficulty of eradication of Pediculus capitis. The authors 
very rightly call attention to the part played by reinfes- 
tation within the family circle and the desirability of 
treating other members of the household. The issue of 
dicophane preparations to adult members of families in 
which recurrent cases of P. capitis infestations occurred 
among the children has, in my experience, proved 
worth while. 

Is there not, however, a tendency to forget that the 
outstanding property of the new contact insecticides is 
their persistence? If the application is not allowed to 
remain on the lmir long enough (about a week) its value 
in killing successive batches of lice as they are hatched 
is lost. The instructions supplied by the makers of certain 
insecticidal preparations, which advise that the hair 
should not be washed for at least 24 hours after treatment, 
seem therefore open to question. 

In a series of cases in which the hair was untouched 
for a week after treatment no living lice were found, and 
all the ‘nits’? were empty. Possibly if this practice 
became more general fewer cases of ‘‘ reinfestation ”’ 
would occur. 


Camberwell, London, 8.E.5. H. D. CHALKE. 


A NEW CLINICAL ENTITY ? 


Srr,—In a series of letters to your journal in the past 
few months, epidemics of aseptic meningitis, often associ- 
ated with rubella-like exanthema, have been discussed. 
These outbreaks have occurred mostly in England, but 
epidemics were also reported from Belgium and Holland, 
where E.C.H.O, virus type 9 has been isolated from such 
cases.! In Sweden this syndrome has been very common 
since September, 1956. 

The syndrome does not appear to be altogether new. 
Thus Gabinus? has described an outbreak of meningo- 
encephalitis combined with rubella-like exanthema in 
Sweden in 1946, and Parry and Good* reported the 
occurrence of a similar clinical picture in 1948 in England. 


The outbreaks of aseptic meningitis in Sweden during 
September and October, 1956, were usually not associated 
with a rash. However, during November and December the 
combination of aseptic meningitis with exanthema was much 
more common. 

The familial occurrence of cases with and without exanthema 
was quite typical of the outbreaks, and the clinical picture was 
similar to that described in your columns. In about 70% of a 
total of 64 patients examined over the period from September 
to January, agents which were cytopathogenic for monkey- 
kidney cells and human embryonic-lung cultures were isolated. 
These were obtained from feces, throat swabs, or cerebro- 
spinal fluid (c.s.¥.). Virus was found in c.s.¥F. in 13 cases. In 
several cases virus was isolated from feces, throat swabs, and 
c.s.F. from the same patient. Fecal extracts inoculated into 
suckling mice did not provoke symptoms. On the other hand 
the cytopathogenic agents produced flaccid paralyses in suck- 
ling mice in 7 of 20 isolations examined thus far after one or 
two passages in tissue-culture. The virus was neutralised i in 
Quersin-Thiry, L. Lancet, Feb. 2, 1957, 269. 

Svenska Ldkartidn. 1947, 44, 435. 
, Good, R. A. Publ. Hlth, Lond. 1949, 62, 163. 
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tissue-culture by £.C.H.o. type-9 antiserum, which type was 
found in association with the above-mentioned syndrome in 
an outbreak described by Crawford et al.‘ > during an outbreak 
in England in 1954. In the majority of our cases examine 
there was a distinct increase of antibody titre against E.0.H.o 
type-9 virus during the acute phase of the disease. 

There is an indication, however, that a similar syndrome 
can be caused by another agent. Thus in a third outbreak 
we have isolated a virus in approximately 65% of 20 cases 
examined. This virus differs from E.c.H.o. type 9 in several 
ways and resembles the agent described by Neva and Enders * 
in connection with the so-called Boston exanthema. In 3 
cases we isolated virus from the c.s.F. One of the agents was 
neutralised by an anti-E.C.H.O.-virus-type-4 serum kindly 
supplied by Dr. Krech, of Berne, who has isolated this 
type from cases of aseptic meningitis. Our strain seems not 
to be related immunologically to the strains isolated by Neva 
and Enders. 


State Bacteriological Laboratory, 


Stockholm, Sweden. TORSTEN JOHNSSON. 


Obituary 


EVARTS AMBROSE GRAHAM 
M.D. Rush, LL.D. Leeds and Glasg., Hon. F.R.C.S. 


Prof. Evarts Graham died on March 4 at the age of 
73 at the Barnes Hospital, St. Lovis, where he had 
carried out much of the work on thoracic and biliary 
surgery which won him an international reputation. 
A former president of the American College of Surgeons, 
he was also an honorary fellow of the English college 
and he held honorary degrees from an English and a 
Scottish university. 

He was born in Chicago, where his father, Dr. David W. 
Graham, was a surgeon on the staff of the Presbyterian 
Hospital. In 1900 he entered Princeton University, and 
after graduating in 1904 with 
credits in chemistry and bio- 
logical sciences he began a con- 
centrated medical course at 
Chicago University and Rush 
Medical College. Before he 
graduated M.D. in 1907 he 
had already published his first 
medical paper—a joint report 
on generalised blastomycosis. 
After his intern year at the 
Presbyterian Hospital he “ with- 
drew from surgery,’ as a friend 
later put it, for further and 
wider studies. He joined the 
Chicago Pathological Society, 
which at that time included 
a distinguished group of men 
who were studying the integra- 
tion of morbid anatomy with 
physiology and chemistry. He 
spent two years at the Sprague Institute for Medical 
Research and a further two years as a postgraduate 
student of chemistry at the university. 

The 1914-18 war brought him firmly back to clinical 
surgery. His work for the Empyema Commission on the 
physiological principles that underlie methods of — 
ing pus from the chest not only clarified the Army’ 
problem in dealing with this complication of meas a 
and influenza in its training camps but also charted a 
course for thoracic surgery in the years that followed 
the war. But this laboratory work left Major Evarts 
Graham unsatisfied, and he at length persuaded the 
Surgeon-General to send him to France in command 
of an evacuation hospital. After the Armistice there 
was a frustrating period of inactivity in a small French 
town, and in a moment of depression he confided to 
the friend with whom he shared a cramped billet over 
a byre: ‘‘I don’t know what will happen to me when 
I get back. I have no home, no practice. no hospital 
or teaching position, no money.” His friend replied : 
4. Crawford, M. Macrae, A. D., O’Reilly, J. N. Arch. Dis. Childh. 

1956, 31, 182. 


5. Macrae, A. D., 
6. Neva, F., Enders, J. F 
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traham, when you get home you will be offered things 
on a silver tray,”’ and his heartening prophecy came true. 

In 1919, after Graham’s return to the United States 
but before he was demobilised, the Washington University 
committee came to interview him, and the day after 
his discharge from the Army he arrived at St. Louis 
to take up the Bixby chair of surgery. At that time 
full-time clinical chairs were an innovation, and Graham 
welcomed the opportunity the appointment would give 
him for research and teaching. He planned to spend the 
mornings with the patients and the afternoons in the 
laboratory ; but when he arrived at the Barnes Hospital, 
the teaching school of the university, he found that there 
were only 40 surgical patients. ‘It was obvious,” 
as he used to relate, ‘‘ that somebody would have to 
bestir himself to increase the number of patients in the 
main teaching hospital of the newly reorganised medical 
school. Somehow or other, much of that job seemed 
to fall on the new professor of surgery.’”’ Graham met 
the prejudice aroused by a hospital with a closed staff 
by “ barnstorming trips”’ to county and State medical 
societies. Gradually patients began to come, new build- 
ings were soon needed, and the hospital easily met the 
school’s need. 

Dr. Graham’s reputation and stature grew with the 
school till he became one of the acknowledged leaders 
of his specialty and his profession. Of these years of 
achievement C. F. W. I., a British colleague, writes : 


Thirty years ago when I first knew him, Evarts Graham was 
already a notable figure in world surgery. His introduction of 
cholecystography had brought new interest to the diagnosis of 
biliary disorders while his earlier researches on empyema and 
his growing interest in lung cancer had earned him a wide 
reputation in thoracic surgery. As the acknowledged leader 
at Barnes Hospital he had already begun to gather about him 
the team of young men who were later to extend the range of 
his influence to many medical schools throughout the country, 
and already he had begun the zealous advocacy of surgical 
research which became one of his main interests. In later 
years he took an increasing part in the direction of surgical 
services and research, served on many scientific commissions, 
and held office as chairman of the American Board of Surgery 
and as a regent of the American College of Surgeons. 

But, important as these things are, it may well be claimed 
that Graham's greatest contribution was a moral one, through 
the impact of his powerful personality and fine example. A 
man of high integrity and deep convictions, he expected equal 
standards of others, and did not hesitate to do battle with 
those who seemed to fall short. Especially he was an unsparing 
critic of any deviation from a strict code of ethics. 

Evarts Graham will be remembered with affection and 
respect by the many British surgeons who, during these 
thirty years, have visited St. Louis to work under him. They 
will remember his massive physique, his deep melodious voice, 
his slow careful speech, his warm humanity. And especially 
they will remember with gratitude his friendliness towards 
this country, his tolerant understanding of our way of life, 
and his personal kindness to every one of them. 


The affection and respect which he won from his British 
surgical visitors led to more formal contacts with his 
colleagues in this country, many Of whom already knew 
him as editor of the Year Book of Surgery. In 1943 he 
was elected an honorary fellew of the Royal College of 
Surgeons of England, which had already, the previous 
year, awarded him the Lister medal. He did not come 
to this country till 1947 to receive these honours and to 
deliver the Lister oration, later published in the Annals 
of the college, in which he described his first pneumonec- 
tomy for malignant disease in 1933. Graham received 
the honorary degree of LL.D. from the University of 
Leeds in 1954, and he also held the honorary LL.D. of 
Glasgow University. In 1953 he was president of the 
International Congress of Surgeons. His own country 
was of course not behind in recognising his achievements 
and worth, and he was well furnished with American 
medals, lectureships, and degrees. The admiration and 
warmth which lay behind these orthodox tributes could 
be measured by the number of friends, colleagues, and 
students who attended a two-day scientific meeting held 
at St. Louis in 1952 to honour him on his retirement. 
In his speech at this gathering, Dr. Graham looked 
forward eagerly to further opportunities for research 


OBITUARY 


{[marcu 16, 1957 591 


and to getting back ‘‘ to the laboratory in the afternoons 
and maybe even some mornings.’ Unfortunately the 
time that was left him was short, and his contribution 
to the surgery of bronchial carcinoma was insufficient 
to save his own life. 


DUDLEY WILLIAM CARMALT-JONES 
M.A., D.M. Oxfd, F.R.O.P., F.R.A.C.P. 


Dr. Carmalt-Jones, who died on March 5 in his 83rd 
year, was one of that small group of physicians who early 
this century were using the new knowledge of physiology 
and bacteriology for more systematic diagnosis and 
treatment of disease. Born in 1874, the son of T. W. 
Carmalt-Jones, F.R.C.S8.E., he was rather late in taking up 
the study of medicine; for, going from Uppingham to 
Corpus Christi College, Oxford, he studied the classics as 
a preliminary to the medical career. His clinical work 
was done at St. Mary’s Hospital, Paddington, and he 
qualified in 1903. Almroth 
Wright had but recently arrived 
at St Mary’s, where he was 
beginning his stimulating work 
on vaccine therapy. Carmalt- 
Jones, after holding house- 
appointments at his own hos- 
pital and elsewhere, joined the 
eager band of research students 
whom Wright had gathered 
round him. 

He was appointed assistant 
physician to the Seamen’s Hos- 
pital, Greenwich, in 1908 and 
to Westminster Hospital soon 
after, and in 1912 he acted as 
dean of the Westminster Medi- 
cal School. In 1911 he pub- 
lished his Introduction to 
Therapeutic Inoculation, which 
embodied the principles he had 
learnt from Wright. But, just when he seemed set for 
the life of a distinguished consultant in this country, the 
first world war broke out, and Carmalt-Jones joined up 
and served in France and Egypt, finishing as consulting 
physician to the Egyptian Expeditionary Force and a 
temporary colonel in the Army Medical Services. In the 
last year of the war he changed his plans and decided 
to apply for the chair of systematic medicine, which was 
then being established at the University of Otago, 
Dunedin. Appointed to this post, he was at first a little 
disappointed with the conditions under which he worked, 
but soon he entered into the life of the growing medical 
school and identified himself witb its aims and aspirations 
so that at the end of his time as professor he declared 
that bis election was ‘‘ the greatest piece of good fortune 
which has ever befallen me.’”’ For twenty years he worked 
hard, and inculcated the principles of medicine into the 
minds of many generations of students. Also he gave 
time and thought to the affairs of the British Medical 
Association and of the Royal Australasian College of 
Physicians, of which he was vice-president. 

Carmalt-Jones was suited to the academic manner of 
life and probably would, not have been happy in com- 
petitive consultant practice. His knowledge was great 
and his opinions sound, but he was « little diffident in 
manner; he did not seek private practice but gave all 
his time to his professorial duties. He was a ready writer, 
for besides the book mentioned above he produced several 
others of which perhaps the best known was Elementary 
Medicine in Terms of Physiology (1929). On his retirement 
from the professoriate he was elected emeritus professor, 
and he occupied some of his time writing the annals of 
the University of Otago Medical School which contain 
a great deal of information about the early days of 
medical development in New Zealand. Another pursuit 
during retirement was painting, and in his middle 70s 
he still had the energy and courage to go sketching 
in London coram populo. In his 30s he had joined the 
Athenzum, and it gave him pleasure when, a few months 
ago, he was elected an honorary member of the club. 


Dr. Carmalt-Jones married in 1907 Mabel, daughter of 
Captain F. L. Tottenham. She died in 1955, leaving a son 
and a daughter. 





(Zenith Studio, Dunedin 
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CHARLOTTE ALICE KING 
M.D. Lond., M.R.C.P., D.P.H. 


Dr. Alice King, late physician to the Queen Elizabeth 
Hospital for Children, London, died at her home in 
Hampstead on Jan. 11 in her 77th year. 


She was born in Fifeshire, but her family soon moved 
to London and she was educated first in a day school 
there, and later at Exeter High School. From school 
she went to the London School of Medicine for Women 
and then to the Royal Free Hospital. After graduating 
in 1905, she held house-posts at her teaching hospital 
and the New Hospital for Women, now the Elizabeth 
Garrett Anderson Hospital. She was appointed medical 
registrar at the Royal Free Hospital, and worked with 
Dr. Sydney Owen at the Queen’s Hospital for Children 
(now, since amalgamation with the Princess Elizabeth 
of York Hospital, the Queen Elizabeth Hospital for 
Children). In 1921 she joined the staff of ‘‘ The Queen’s ”’ 
as assistant physician, and gave the hospital whole- 
hearted service for 24 years. She was also for a number of 
years on the visiting staff of the South London Hospital 
for Women, until she decided to confine her work to 
peediatrics. For many years she was secretary of ‘‘ The 
Queen’s ’’ medical committee. She was due to retire in 
1940, but as the hospital’s staff was depleted as the result 
of the war, she stayed on despite failing health and 
attended with unfailing regularity to give her help 
until the end of the war. 


H. M. M. M. 


Dr. King was one of a large and closely knit family of 
five brothers and four sisters, and as her nephews and nieces 
grew up in different parts of the world she took a keen interest 
in their doings and achievements and they found a warm 
welcome from herself and her sister when they visited her 
home, She was quiet and unassuming in manner, methodical 
in her work, and kindly and tolerant in her outlook. Her 
outpatient clinics were crowded, and during the inter-war 
years of poverty and unemployment and the disruption of the 
war years, her kindness and sympathy gained her affection 
from many of the people of East London. The kindness of 
herself and her sister was exemplified in the warm hospitality 
they gave when my flat was blasted by a bomb in 1941, and 
two bedraggled individuals presented themselves in the small 
hours of the morning at their house. 


writes : 


Alice King was a member of the London Natural History 
Society, and was interested in ornithology and in archeology. 
She and her sister took much pleasure in music and were great 
walkers, spending many holidays together in the Lake District, 
or, on Sundays enjoying strenuous tramps in Surrey or Sussex. 


FRANCIS GEORGE FRANCE 
M.B. Lond. 


Dr. France, who had been a general practitioner in 
Bromley, Kent, for thirty years, died at his home there 
on Feb. 22, at the age of 58. He was born at Ludlow 
and was always proud of his Shropshire birth and boy- 
hood. He was educated at Ludlow Grammar School and 
Bromsgrove School. In 1917 he joined the Welch Regi- 
ment and served in France where, at the age of 19, he 
was severely wounded in the chest by shrapnel. He was 
invalided from the Army, and after he had recovered 
from his wounds he began his medical studies at St. 
Bartholomew's Hospital. He qualified in 1924 and 
then, in turn, was house-physician at Brompton 
Hospital and resident surgical officer at Leicester Royal 
Infirmary. 


In 1926 he joined Dr. McArthur in one of the oldest 
practices in Bromley, and practised from the house that 
had at one time been the Manor House of Bromley. He 
became honorary physician to Bromley Hospital and 
served in this capacity until, shortly before the start of 
the National Health Service, the hospital was enlarged 
and its stafling reorganised to include visiting consultants 
from London. 


A colleague writes : 

Though severely handicapped by the cardiac disability left 
by his wounds, Dr. France lived an active life as a general 
practitioner, caring diligently and conscientiously for a wide- 
spread practice and earning the esteem and devotion of his 
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patients. His seems were those of 1 the study, and he drew 
lifelong enjoyment from his reading of the Greek classics, 
Shakespeare, Proust, and other great writers in English and 
French literature. He played chess for his county, and he 
was a founder member of the Bromley chess club and later 
its president. 


Dr. France leaves a widow, two daughters, and a son. 
His elder daughter was the first woman to win an open 
scholarship to St. Bartholomew’s. She has now qualified 
— her father’s hospital, and her brother is a student 
there. 


Dr. WILLIAM STOBIE 
. J. E. writes: 


Dr. William Stobie had many endearing characteristics 
that will long be remembered by those who worked with 
him. He had a great zest for life. The activities of youth 
and sport of all types, but particu- 
larly rugby, were certain to engage 
his interest. In consequence he 
usually had a keen following of the 
more energetic students and it was 
not surprising to find him acting 
as a referee in his 50th year. 

Despite his leaning towards the 
youthful way of life, he was 
essentially a traditionalist. A 
stickler for medical etiquette, he 
deplored any slackness in the 
formal relationship both with 
colleagues and patients. As might 
be expected these virtues helped to 
make him a good conimittee man, 
an excellent chairman, and carried 
him to senior honours in local- 
authority gdministration, as mayor 
of Oxford and latterly chairman of 
the Oxford bench. 

Always full of energy, striding 
along away ahead of his followers, his familiar figure with a 
flower in his buttonhole and his “‘ come along, doctor ”’ will 
be sadly missed. 


(David Peters Witney 


Births, Marriages, and Deaths 


BIRTHS 


WoLrson.—On Feb. 17, at Dudley Road Hospital, 
to Nancy, wife of L. J. Wolfson, F.F.A. R.C.8. 
Barbara Hilary. 


Birmingham, 
—a third daughter, 


Appointments 
BatirD, G. M., M.B. Edin., M.R.cC.P.E.: consultant psychiatrist, St. 
George’s Hospital, Morpeth. 
Cooper, J. R. C.,M.R.C.8., L.D.8.: honorary dental surgeon, Hospital 


of St. John and St. 
FAULKNER, G. E., M.B. Birm., D.P.M.: deputy physician-super- 
intendent, Kingseat Hospital, Newmachar, Aberdeenshire. 
GIORDANI, A., M.R.C.8., D.M.R.D. honorary assistant radiologist, 
Hospital of St. John and St. Elizabeth, London. 
Hexssy, C. R., M.B. Lpool, F.R.c.8.: consultant surgeon, Liverpool 
Royal Infirmary. 
IRVINE, R. E., M.D. Camb., M.R.c.P.: assistant physician (S.H.M.0.), 
geriatric unit, Sunderland area group of hospitals. 
MARSHALL, L. J., M.B. Lond.: assistant M.o., public-health depart- 
ment, Leeds. 
East Anglian Regional Hospital Board : 
BERGIN, M. M., M.B.,D.A.: registrar in child psychiatry and mental 
deficienc A Little Plumstead Hospital Group. 
MERRITT, T. K,, M.B. Lond., D.P.M.: senior registrar, depart- 
ment of c shila psychiatry, Ipswic h and East Suffolk Hospital. 
MILLAR, K. J., M.B. Melb.: surgical registrar, West Suffolk 
General Hospital. 
SoorTuHity, E. F., M.B. Camb., F.R.C.S. : 
U nited Norwich Hospitals. 
Leeds Regional Hospital Board : 
PueH, R. J., M.B. Birm., M.R.C.P., D.C.H.: part-time consultant 
in peediatrics, Hull and East Riding Hospitals. 
REYNELL, P. C., D.mM. Oxfd, M.R.c.P.: part-time 
general medicine, Royal Infirmary and St. 


Elizabeth, London. 


senior surgical registrar, 


consultant in 
Luke’s Hospital, 


Bradford. 
STREET, D. R. K., M.B. Leeds, D.P.M.: assistant psychiatrist 
(8.H.M.0.), Broadgate Hospital, Beverley, and associated 


Driffield, and Hull. 


clinics at Beverley, 
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THE LANCET] 
Notes and News 


AGEING BUSMEN 


SoME occupations offer the elderly worker a longer welcome 
than others. As Mr. Le Gros Clark in his report on ageing in 
industry has already pointed out ! a clock-maker can continue 
to make clocks long after a miner has had to leave the coal-face. 
Yet the miner though he can no longer hew coal may still be 
able to do a useful day’s work. These elderly men who have 
given the community years of arduous physical work deserve 
the opportunity to change to less strenuous work in their late 
fifties and early sixties. To talk glibly of a light job is, however, 
one thing, to find it seems to be another; and Mr. Le Gros Clark 
has already shown that many of these men have great difficulty 
in finding alternative employment. 

In his latest report* he has examined the problems of 
busmen, a group who for their own health and the community’s 
safety should be encouraged to retire when they feel the 
approach of old age. In a group of 150 London bus-drivers he 
found that 38 retired between the ages of sixty and sixty-four 
and a further 55 at the age of sixty-five when they became 
eligible for a pension. For a group of 150 conductors the 
figures were 53 and 61 respectively. Though some 80% of 
these men left for reasons of health some of them were prepared 
to go on working and went in search of other jobs, but it is 
uncertain how many found work. 

About three-quarters of the men who left the buses before 
reaching pensionable age were given lighter work in the 
garages and offices of the service, but no work could be given 
to those who left after they were sixty-five. Moreover men 
transferred to light work are compulsorily retired when they 
reach the age of sixty-five, for the number of light jobs is 
limited and they have to make way for the next batch of men 
who have had to give up driving or conducting. The bus 
service, though clearly anxious to help its elderly employees, 
is thus unable to provide enough lighter jobs. This is a 
difficulty shared by most arduous occupations, and it is unfair 
and ineffective to leave these undertakings to meet it alone. 
In Mr. Le Gros Clark’s view the problem will only be solved 
by “‘ nationally widening the range of alternative jobs.” 


CHRONIC BRONCHITIS 


Last year the National Association for the Prevention of 
Tuberculosis changed its charter to include interest in other 
lung and heart diseases, and last December a meeting was 
held under its auspices at which eleven London doctors spoke. 
Each dealt with those aspects of chronic bronchitis in which 
he was expert. The etiology, diagnosis, and treatment were 
discussed, and the consequences of the disease when social 
care and chest surgery are considered. The lectures have now 
been published in a well-illustrated booklet.* 


THE PUBLIC HEALTH IN LAGOS 


In former years the report of the inspector-general of 
medical services covered the whole of Nigeria, but the division 
of the country into three regions, each with its own director 
of medical services, has meant that the report of Sir Samuel 
Manuwa, the chief medical adviser to the federal government, 
is now restricted to an account of the problems and services 
in the urban area of Lagos. His first report * in the new 
form is @ clear and far-sighted account and evaluation of a 
complex and developing situation. 

Sir Samuel at once makes the important point, which must 
be grasped by all administrators—medical and other—that in 
such tropical cities the chief difficulties relate not so much to 
tropical diseases as to those found in large towns everywhere. 
He classifies the major problems as: provision of hospital 
facilities (at present almost 1000 beds for a population of 
350,000, with proposals for construction involving 750 further 
eds), shortage of staff, tuberculosis, mental health, sanitation 
water-supply, slum clearance, sewage), and health education. 
-5-1-0% of the population have active tuberculosis as 
liscovered by mass radiography, and if the experience of 


. See Lancet, 1955, ii, 1126. 

. Bus Workers in their Later Lives. 1957. Pp. 26. A limited 
number of copies availabie free from the Nuffield Foundation, 
Nuffield Lodge, Regent’s Park, London, N.W.1. 

. Chronic Bronchitis—an N.A.P.T. Symposium. Obtainable from 

a House North, Tavistock Square, London, W.C.1. 

"p. 44. 6s. 

{. Federation of Nigeria: Annual Report on the Medical Services 

of the Federal Territory of Lagos for the Year 1955. Lagos, 

1956. 
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some other African cities is a guide, this high rate may be 
expected to increase, though steps are Leing taken vigorously 
to control the disease. An infant-mortality rate of 80-8 per 
1000 live births is recorded. The chief causes of death at 
all ages are dysenteries and diarrhceas, malaria, pneumonia, 
cardiovascular disease, tuberculosis, malnutrition, and tetanus. 
The federal government controls the University College 
Teaching Hospital, Ibadan,® and the Pharmacy School, Yaba, 
and it trains many nurses and other workers. 


OUTSTAYING THEIR WELCOME 


Durine the period Jan. 1 to Dec. 15, 1956, 1289 patients 
were admitted to the infectious-diseases wards of Neasden 
Hospital ; as many as 739 cases were refused. One reason 
given for this large number of refusals is the fact that many 
patients overstay their discharge date. 677 bed-days (about 
1'/,% of the total) were lost in this way. In many cases the 
child had been admitted from a hostel in Fulham for mothers 
and children, and the mother had become homeless because 
she was not allowed to stay there without a child. Some- 
times the parents were ill or vagrant or could not be traced. 
Eventually most of the children were claimed by their parents, 
but a number were adopted and others placed in residential 
nurseries or homes. In the hope of detecting such ‘‘ problem 
cases ’’ early, an almoner is to be employed for two and a half 
days a week at the hospital. 


PREPARATION FOR GENERAL PRACTICE 


In 1955 the University of North Carolina made a field study 
of the family doctor, hoping thereby to identify some of the 
strengths and weaknesses of the system of medical education 
under which he is trained. According to the Rockefeller 
Foundation,*® “‘ one of the most important conclusions was 
that training in internal medicine for periods longer than 
three months, during either the internship or hospital resi- 
dency of a young M.D., leads to better performance in his 
later years as a general practitioner. No other factor was 
found to be more consistently correlated with good per- 
formance.”’ 


University of Oxford 
On March 2 the following degrees were conferred : 


D.M.—M. G. Ellis, M. A. Peyman, Sabine J. Strich. 
B.M.—D. H. G. Ogg. 


University of London 

The title of professor of hematology has been conferred on 
Dr. J. V. Dacie in respect of his post at the Postgraduate 
Medical School of London. 


Dr. Dacie took,the M.B. Lond. from King’s College Hospital in 
1935, and the M.R.c.P. the following year. He has held a Medical 
Research Council research studentship and a Will Edmonds clinical 
research fellowship and he has also acted as resident pathologist at 
King’s. During the war he was for a time a pathologist in the E.M.S. 
and later he served in the R.A.M.C. with the rank of major. In 1946 
he became senior lecturer in hematology at the Postgraduate 
Medical School, and two years later was promoted to a readership. 
In 1956 he was elected F.R.c.P. His published work includes papers 
on familial hemolytic anemia, nocturnal hremoglobinuria, and blood- 
loss in battle casualties. His Practical Hamatol 


; nlogy appeared in 1950 
and The Hamolytic Anemias in 1954. He is editor of the British 
Journal of Haematology. 


The title. of professor of clinical endocrinology has been 
conferred on Dr. T. Russell Fraser in respect of his post at 
the school. 


Dr. Fraser graduated M.B. with distinction at Otago in 1932 and 
he has held a New Zealand University travelling fellowship. In 1935 
he was awarded the Hallett prize and three years later a Rockefeller 
travelling fellowship. He has also worked as a research fellow at 
Harvard University. In 1940 he was appointed psychiatrist at 
Mill Hill E.M.S. Hospital, where for the next two years he was in 
charge of a team investigating for the Ministry of Home Security 
the psychiatric effects of bombing, and he reported the results in a 
paper to the Royal Society of Medicine. In 1943 he became investi- 
gator in charge of a team for the Industrial Research Board, and in 
1946 he joined the staff of the Maudsley Hospital. The same year he 
became registrar and lecturer in medicine at the Postgraduate 
Medical School of London and in 1947 he was appointed to a reader- 
ship in medicine there. He was elected F.R.c.P. in 1948. He has 
published papers on insulin therapy, Simmonds’s disease, and the 
urinary excretion of radioiodine as a test of thyroid function. 


University of Liverpool 

On Tuesday, March 26, at 5.15 p.m., Prof. B. Uvnas, of the 
department of pharmacology of the Karolinska Institute, 
Stockholm, will deliver a lecture on the sympathetic 
vasodilator system. 
5. See Lancet, 1956, i, 628. 


6. Rockefeller Foundation annual report for 1955. From 49, West 
49th Street, New York, N.Y., U.S.A 
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Auxiliary Royal Army Medical Corps Funds (1939) 

The annual general meeting .of the funds will be held at 
11, Chandos Street, London, W.1, on Monday, April 1, at 
5 P.M. 


Collegium Internationale Allergologicum 

This association will hold a symposium at 1, Wimpole 
Street, London, W.1, from March 25 to 29, under the presi- 
dency of Dr. David Harley. 


Marjory Stephenson Lecture 

Dr. A. Lwoff, of the Institut Pasteur, will give this lecture 
on Monday, April 15, at 6 p.m. at the Royal Institution, 
21, Albemarle Street, London, W.1. The title of his lecture 
is The Notion of Virus. 


United Hospitals’ Choir 

The choir, conducted by Dr. Buxton Orr, is to give Mozart’s 
requiem mass at 8.30 p.m. on Thursday, April 4, at the Church 
of St. George-the-Martyr, Queen Square, London, W.C.1. 
Admission will be by programme (3s. 6d.) to be obtained from 
Miss J. Magrath, 18, West Side, Clapham Common, S.W.4. 


International Conference on Hepatology 


This conference will be held in Perugia from June 18 to 20 
under the auspices of the medical clinic of the university and 
its director, Prof. Giorgio Dominici, Further information may 
be had from Dr. G. Menghini, Clinica Medica (Policlinico), 
Perugia, Italy. 


St. John Ambulance Brigade 

A weekend conference for surgeons of all ranks will be 
held at the Cairn Hydro Hotel, Harrogate, from Friday to 
Sunday, May 3 to 5. Further information may be had from 
the surgeon-in-chief’s department, 8, Grosvenor Crescent, 
London, 8.W.1. 


Association of Psychiatric Social Workers 

The annual general meeting of this association is to be held 
at the Middlesex Hospital, London, W.1, on Saturday, 
March 30, at 2.30 p.m., when Mr. Kenneth Robinson, M.p., 
will give his presidential address on public attitudes toward 
mental disorder. 


Royal Medico- Psychological Association 

Child Psychiatry Section.—A meeting of this section will 
be held at the Bristol Royel Hospital for Sick Children, 
St. Michael’s Hill, Bristol, 2, on Thursday, May 2, at 5.30 p.m. 
when Dr. Gaynor Lacey will open a discussion on young 
children with recurrent abdominal pains. 


Instruments used in Industrial Hygiene 

The British Occupational Hygiene Society is holding a 
conference on this subject in London on April 16 and 17. 
It is open to non-members, and further particulars may be 
had from Dr. D. Turner, M.R.C. Laboratories, Holly Hill, 
Hampstead, N.W.3. 


Medical Society of London 

At the 177th anniversary dinner on March 7, Lord Evershed 
remarked that the society’s early records included no mention 
of the Napoleonic wars on land or at sea; yet perhaps this 
was not so singular, for in the whole of Shakespeare’s works 
there figured but one Spaniard—and he a fantastical figure. 
Lord Evershed was convinced that his friend the president 
(Dr. T. C. Hunt) would soon be making fun of the law ; and 
for his own part he recalled Voltaire’s definition of a physician 
as one who pours drugs of which he knows little into bodies 
of which he knows less. Replying for The Society, the President 
likened Lord Evershed’s life as Master of the Rolls to that of 
a consultant in John Lettsom’s day, when the apothecaries 
brought news of cases to him in a coffee house. Nowadays 
of course the news came from Savile Row, usually gently 
through Prescribers Notes, but occasionally. in harsher tones. 
Turning to the society's affairs, the President said that the 
number of fellows had increased to nearly 700; and the 
society's rooms were proving too small. The subscription had 
remained at 2 guineas for many years ; indeed it had no more 
than doubled since Lettsom’s time. Dr. J. 8. Richardson 
dealt kindly with The Guests ; and Dr. Macdonald Critchley, 
though himself a fellow, responded as master of the Society 
of Apothecaries, observing without rancour that, whereas 
this year he was seated among the mighty, next year he would 
be in the body of the hall among the scornful. 
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C.M.F./M.E.F. Physicians’ Dinner 

This dinner will be held at Simpson’s-in-the-Strand, 
London, W.C.2, on Saturday, March 30. Particulars can be 
had from Dr. Arthur Willcox, 59, Harley Street, W.1. 


Doctors who wish to watch the Boat Race on March 30 from 
the Bemax premises should make early application to Dept. B.R.1, 
Vitamins Limited, Upper Mall, London, W.6 


Diary of the Week 


MARCH 17 TO 23 
Monday, 18th 


UNIVERSITY COLLEGE LONDON, Gower Street, W.C.1 
5 pm. Dr. George ed Biochemistry of Fatty Acids and 
Cholesterol. (Third of three lectures.) 
HUNTERIAN SOCIETY 
8.30 P.M. (Talbot Restaurant, London Wall, E.C.2.) Dr. Raymond 
Srecme, Dr. Eric Scowen: Hormonal Treatment of 
isease. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, Ducane Road, W.12 
4 p.m. Prof. G. M. Wilson: Thyrotoxicosis and Heart-disease. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W 
5.30 P.M. Dr. I . Magnus : Respiratory Activity of the Skin. 


Tuesday, 19th 


INSTITUTE OF DERMATOLOGY 
5.30 P.M. Dr. F. R. Bettley: Industrial Dermatitis. 
West END HOSPITAL FOR NEUROLOGY AND NEUROSURGERY, 
91, Dean Street, W.1 
5.30 p.m. Mr. K. I. Nissen: Orthopedic Surgery for Neurologica) 
Conditions. 


Wednesday, 20th 


mores yar OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 

4 p.m. Sir James Learmonth: A Surgeon’s Outlook. (Joseph 
Clover lecture.) 

ROYAL SOCIETY OF MEDICINE .1, Wimpole Street, W.1 

10 a.M. Endocrinology. (J oint meeting with ‘ine Society for 
Endocrinology.) Symposium on Investigations of Subjects 
Relating to Obesity and Diabetes, introduced by Sir 
Charles Dodds, F.R.8. 

5 Pm. Comparative Medicine. Mr. E. Cotchin, Dr. Geoffrey 
Hadfield, Mr. W. P. Greening, Prof. Alexander Haddow : 
Mammary Tumours. 

8.15 P.M. General Practice. Dr. Lindsey Batten, Mr. Denis prowns,| 
Dr. G. B. Mitchell-Heggs, Mr. David Matthews : Common 
Congenital Abnormalities and Their Management in 
General Practice. 

POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2pm. Prof. W. St. C. Symmers: Thrombotic Microangiopathy. 
INSTITUTE OF DERMATOLOGY 

5.30 p.m. Dr. Arthur Tickner: Recent Experimental Work on 
Hormones. 

INSTITUTE OF Duneens OF THE CHEST, Brompton, S.W.3 

5 pm. Dr. F. J. Prime: Physiological Mechanisms in Acute 
PR *. 

nore, INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 28, Portland 
lace, W.1 

3.30 p.m. Dr. J. M. Alston: Leptospira! Infection as an Occupa- 
tional Risk to Health Throughout the World. 

ROYAL ona ok a Soorety, Tavistock House South, Tavistock 
Square, W.C.1 

5.30 p.m. Mr. E. H. Leach: Structural Changes in the Eye 

Caused by Various Diets 
BRITISH ASSOCIATION OF SPORT AND MEDICINE 

5.45 p.m. (St. Mary’s Hospital Medical School, W.2.) Dr. D. J. 
Cussen: Medical Aspect of the Olympic Games at 
Melbourne. 


Thursday, 21st 
RoYAL COLLEGE OF SURGEONS OF ENGLAND 
5 P.M. Mr. Edwin Haigh: Acute Abdomen in Neonates. 
(Hunterian lecture.) 
ROYAL SOCIETY OF MEDICINE 
4.45 P.M. —— Dr. J. S. Pegum: Dermabrasion. 
HYPNOTHERAPY GROU 
8 pm. (Royal Boclety of Medicine.) Dr. Ainslie Meares: 
Hypnovraphy—a Technique in Hypno-analysis. 
MANCHESTER MEDICAL SOCIETY 
8 p.m. (Staff House, University of Manchester.) Anesthetics. 
Dr. A. V. Jenkins Pediatric Anmsthesia. Dr. J. D. 
Lumsden: Relief of Pain in Forceps Delivery. 


Friday, 22nd 


nar AL SOCIETY OF MEDICINE 

8.15 P.M Obstetrics and Gynmestety, Mr. Percy Malpas : 

Etiology of Fibroids. B. Green-Armytage : 

a Habitual Abortion—the Shirokdhar Operation. Prof. 

Chassar Moir: Urethral Reconstruction. Mr. David 

Currie: Wertheim’s Hysterectomy. 

INSTITUTE OF LARYNGOLOGY AND OTOLOGY, 330 Gray’s Inn Road, 

London, W.C.1 

3.30 p.m. Mr. Ww illiam McKenzie : Modern Methods of Improving 
Hearing. 

KENT PEDIATRIC AND CHILD HEALTH SOCIETY 

3 p.m. (West Kent Hospital, Maidstone.) Dr.-N. M. Jacoby : 

Conditions which Require no Treatment. 
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Hydrochioridt 
Tetracycline HC! 
Crystalline 
CAPSULES 
See tncieed crcullt 
"Trade Mark 
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dispelling the element of doubt 


TODAY—with so many antibiotics available—it is always sound practice to 
specify ACHROMYCIN by name whenever true broad-spectrum activity is de- 
sired. In this way you are completely assured that the patient receives 
precisely the treatment you intend. Offered now in no less than fourteen 
presentations, ACHROMYCIN tetracycline is particularly widely used in capsule 
form. On every capsule appears the name Lederle—your finest assurance of 
consistent antibiotic potency and unfailing dependability. 


Capsules of 50 mg.—in vials of 25 and 100. Capsules of 250 mg.—in vials of 16 and botties of 100 and 1000 


ACHROMYCIN 


*REOD, TRADE MARK TETRACYCLINE 


Also available in the following forms: Ear Solution + Intramuscular - Intravenous - Ointment 3% ~- Ointment 
(Ophthalmic) 1°, - Ophthalmic Powder Sterilized - Oral Suspension - Liquid Pediatric Drops 
SPERSOIDS* Dispersible Powder - Soluble Tablets - Syrup - Tablets ~-  Troches 


LEDERLE LABORATORIES DIVISION 


id OF GREAT BRITAIN LTD., London, C2 
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PLEASURE TO COME: 


Burgoynes 


TINTARA 
a. 


In convalescence Tintara is often useful. ! 3 VA 
= 


This really palatable burgundy contains no 
A FLAGON 


6’6 


A HALF FLAGON 


added alcohol or sugar, and is a natural 


product of sun and ironstone soil. 
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Most routine injections are 


included in the ‘Ampin’ 


| AUTOMATIC 
INJECT SP 


range and meet all No wasted time 


official require- No syringe needed 


ments for hospital No separate needle 


or general No solution to prepare 


ractice : 
Nothing to assemble - - - - 


Nothing to sterilise - - - - - - 


Cixson,Gottahdsl Gd. orppury - BIRMINGHAM 








OTALGAN 


Contains Procaine I*/o Phenazone Ph 
in Anhydrous Glycerol 


indicated for 
9) painful affections 
of the 


middle ear 


Available for prescribing 
in bottles of 6 gm. (Basic price 2/4) 
in bottles of 12 gm. (Basic price 3/9) 





© SERUMWERK BASEL 


Sole Distributors for Great Britain 
and Northern Ireland: 


UNICHEM LTD., LONDON S.W. 17 
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DALZOBAND MEDICATED BANDAGES 


An Unna’'s type bandage, always 
moist, always ready to use. There 
are five varieties, all conforming to 
the specifications of such bandages 
in the Drug Tariff. The medica- 
ments are: zinc paste; zinc paste 


and ichthammol 2%; zinc paste 
with urethane 2% and ichthammol 
2% ; zine paste with urethane 2% 
and calamine 5.75%; zinc paste 
with coal tar 3%. 

AVAILABLE ON E.C.10. 


DALMAS LTD., LEICESTER & LONDON Established 1823 





The Dalmas Doctor’s Cabinet 
contains 180 waterproof dress- 
ings in eight sizes and shapes 
plus a one-yard spool of 
Dalmas Strapping 


DALMAS 





, 5/56 





HANNOVER 


GERMAN INDUSTRIES FAIR 


28 APRIL - 7 MAY 1957 





Sole U.K. representatives 


Royal London House, 13 Finsbury Sq., London, E.C.2. 


it 


SCHENKERS LTD 


Tel: MET 9711 (10 lines) 


Shipping and Forwarding Agents 
Telex London 2-2625 
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E ye Drops 


Re adily assembled, this new pac 
is no contamination from the dropper or the 


Further details ana prices obtainable from Sole Distributors :— 
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The New 
Chibret Dropper 


Bottle... 


Designed for use in conjunction with the wide range (16 in all) of Chibret 


There 


king is robust and virtually unbreakable. 
atmosphe re and sterility is assured. 


COATES & COOPER LTD. west DRAYTON, MIDDLESEX 


LABORATOIRES H. CHIBRET ET FILS, CLERMONT-FERRAND, FRANCE. 
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“Tm going to prescribe 
Lastonet stockings” 


And this is how to do it. The words 
“* ELASTIC NET STOCKINGS ” must be 
written on the E.C.10 to obtain Lastonet 
stockings for supply under the Ministry 
of Health scheme. The quantity 
required and whether thigh or knee length should 
also be included. The correct wording 
is important to ensure Lastonet stockings 


which are made only to individual 


measure and soensure a perfect fit. 


ELASTIC 
NET STOCKING 


IN NYLON OR COTTON 





LASTONET PRODUCTS LTD., CARN BREA, REDRUTH, CORNWALL 
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Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently. 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected asa source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “‘ The Therapeutic and Nutritional 
‘alue of Brewers’ Yeast"? 
Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 


PARK ROYAL ROAD, LONDON, N.W.10. 











IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 


The **CHIRON”’ 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 
IS INDICATED 


THIS TREATMENT IS BASED 
ON PAVLOV’S THEORY OF 
CONDITIONED REFLEXES AND 
HAS PROVED SUCCESSFUL IN 

90% OF CASES 
SEE LANCET, 19 FES, 55, P. 391 & 26 MAR. 55, P. 676. 


FOR PURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 
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fi Replacements? 
Dunlop Tubeless 
every time! 


* Puncture delays virtually eliminated. 
* Less need for ‘topping-up’. 

* Greater resistance to impact damage. 
* Greater safety; greater mileage. 


* Fitted as standard equipment by the 
majority of British car manufacturers. 


It all adds up to 
MORE CONFIDENT MOTORING 
when you fit 


DUNLOP 
TUBELESS 
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HOLIDAYS FOR DOCTORS 


AND ALL ENGAGED IN THE MEDICAL PROFESSION 
at substantially reduced rates 
ON THE CONTINENT AND THROUGHOUT THE HOMELAND 


WESTMINSTER, one of the largest independent holiday organisations in Europe, are providing holidays for Doctors and those engaged in the 
medical profession generally—AT VERY SUBSTANTIALLY REDUCED CHARGES. Here is a world wide travel service completely at your service 


SPECIAL DISCOUNTS FOR YOU AND YOUR FAMILY 
HOLIDAYS ABROAD from £14.19.0. IN THE HOMELAND from 15} gns. CONTINENTAL COACH CRUISES from 25 gns. 


WORLD-WIDE TRAVEL SERVICE BY SEA, LAND & AIR 
RESERVATIONS AND SERVICES PROVIDED AT SPECIAL RATES 
Send for our illustrated brochures and our SPECIAL MEDICAL DISCOUNT VOUCHER ENTITLING YOU AND YOUR FAMILY TO SUBSTANTIAL 
REDUCTIONS in all Westminster Holidays—abroad and in the homeland (please state whether Continental or British). 
WESTMINSTER rourinc ASSOCIATION LIMITED. Medical Department, L/2 
WEST END OFFICES: 38/39 PARLIAMENT ST., WHITEHALL, LONDON, S.W.!. Phone: TRAfaigar |15! (4 lines) 
HEAD OFFICE: 92 VICTORIA STREET, LONDON. S.W.!. Phone: ViCtoria 630! (5 lines) 


__Contoura 











with the New 
Constat Processor For the young man 


with a future 


ooStitinn nA a — 


HOME 
AND FAMILY 








mm, 


es 








RETIREMENT 














sa Designed speciall th 
@ Positive cozies in ONE MINUTE in normal room lighting. ee oeeer, fo a ae 


Se PROCESSING in the “Constat” Ory * BOTH WAYS’ 


@ Copies from books and periodicals as easily as from single 








as shown to the thucwetion | Gis Conseure awenslomsah alt is more than ever the 
cushion ensures good contact. I ° } 
@ Fully portable and usable anywhere for time-saving, com- po cy of t moment 
pletely accurate, on-the-spot photoprints. 
Let it help to smooth your road through the years 
QUARTO FOOLSCAP||' of endeavour ahead. You will put yourself under 
from £32 10s. (including the “Constat”) from £41 10s. no obligation by writing for full details to . 











For full information please write or telephone Scottish Widows Feed 


CONTOURA PHOTOCOPYING LTD 4 
56 Islington Park St., London N.1. Canonbury 7900 Head Office : 9 St. Andrew Square, Edinburgh 2. 
London Offices : 28 Cornhill, E.C.3. 17 Waterloo Place, S.W.1 
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CHISWICK HOUSE 


PINNER, MIDDLESEX 


\ The child’s mother is ill—her father Telephone : PINNER 234 
2 is keeping a night watch under the 
Southern Cross. So, the British 
Sailors’ Society looks after her— Private Nursing Home for Mental and Nervous illness. 
as it looks after the children of so All modern forms of treatment. Two country houses in adjoining 
many seafarers. This is essential grounds of 5 and 6 acres respectively, 12 miles from London, 
work—and you can share in it. Trains every 15 minutes from Baker Street to Pinner. 

The British Sailors’ Society is not DOUGLAS MACAULAY, M.D., D.P.M. 
state-aided and, lacking your help, 


it may have to say “‘no”’ to some N ORTH U M BERLAN D Hi OUSE 
¥ unfortunate child. Please prevent Psychiatric Nursing Home 
this by giving generously. 
235-7 BALLARDS LANE, N.3 Tel. : FiNchley 5283 


> SOCIETY 
B R iT! 1S “ “$ A rf L 0 R S Resident Med. Director Dr. R. M. RIGGALL, 








Hon. Treasurer: Rt. Hon. Lord Coleraine, P.C. Mem. Brit. Psycho-Analytical Socy. 
680 Commercial Road, London, E.14. 
General Secretary : Stanley Heesom, O.B.E Deep insulin coma unit, psychotherapy, etc. Fees from 12 gns. 
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ST. ANDREW’S HOSPITAL hentat’ disorpers 
NORTHAMPTON 
PRESIDENT: THE EARL SPENCER 
Mepica SuPERINTENDENT : THOMAS TENNENT, M_D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
Incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


_ This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
e.. bry 2 on Operating gee a pentes Surgery, an X-ray Room, an Ultraviolet yo and a Department for 

er ni igh-frequency treatment. t also contains Laboratories for ical, i Y 
research. Psychotherapeutic treatment is employed when indicated. SS a - 


MOULTON PARK 


wo miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUVADD HALL 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Lianfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients AF this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 





At all the branches of the Hospital there are ertchet grounds, football and hocke \ 

: 7 y grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowlin reeps. Li ~) i . and facil 
poe for handicrafts, such as carpentry, etc, amen a ae ee ee ee on 

‘or terms and further particulars apply to the Medical Su $ 
dun be cece tn London te aaa pply € Perintendent (TELEPHONE: Northampton 4354 (3 limes)), whe 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 











A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy ia 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moortand air 
Resident Physicrcans—BERTHA M. MULES, M.D., 8.S ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


HEIGHAM HALL, NORWICH | THE LANCET 


PRIVATE MENTAL HOME for Nervous and Mental iliness. Aj! types 





Annual Subscription : £3 3 0 per annum 





of treatment carried out. Ac d for Alcoholics and Addicts 

available, Special Geriatric Unit now open. Fees from 7 gns. per week Special reduced rates to Medical Students and Doctors 
upwards according to requirements. within 1 year of qualification. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 





THE MEDICAL PROTECTION SOCIETY tmirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page | Leicester Hosps. Reg. 4s .. 571] Ipswich & East Suffolk. Sr. H.O. 57 
SECTION 50 | Manchester R.H.B. Reg. ‘ .. 57] Lianelly. Sr. H.O. .. a 57 
Oxford R.H.B. Reg... ian .. 58] Redhill County. Sr. H.O. 58 
ANASTHETICS Plymouth. South Devon & East Slough. Upton. Sr. H.O. de | 
Fulham, W.6. Sr. H.O. ‘ > aa Cornwall. Sr. H.O... he .. 58] Southampton. Royal South Hants. 
Hosps. for Diseases of the Chest & Salford. Hope. Sr. H.O. + eae Sr. H.O. aa * és 
Middlesex Hosp., W.1. Sr. Reg. .. 52] Scotland. Western R.H.B. Regs. .. 59] Southend Gen. Sr. HO. a. oo oe 
Hosps. for Diseases of the Chest & Shrewsbury. Royal Salop Infy. & Southport Gen. Infy. Jr. H.M.O. .. 60 
Westminster Hosp., S.W.1. sr Copthorne. Sr. H.O. a .. 60] St. Helens & Dist. H.M.C. Sr. H.O. 60 
Reg. . . as me .. 52] Stockport Infy. Sr. H.O. a as ae 
Lambeth, S.E.11. Reg. . .. 52] Torquay. Torbay. Sr. H.O. .. .. 60] CHEST AND TUBERCULOSIS 
Nelson, 8.W.20. Sr. H.O. .. i 52 | Welsh R.H.B. Locum Cons... .. 51] Finchley Chest Clinic, N20. Reg... 8&8 
North West Met. R.H.B. Reg. .. $62] Northern Ireland Hosps. Auth. Sr. Glasgow. Victoria Hosps. B.O.M. 
St. George’s, S.W.1, & St. Helier, H.M.O. ba im os ant Sr. H.O. - ~ % swipee 
Carshalton. Sr. Reg. - -- 83 Knaresborough. Scotton Banks. Jr. 
Birmingham R.H.B. & United Hosps. CASUALTY .M.O. se ee aé (Oo 
P.-t. Cons. .. - - .. 51] Queen Mary’s Hosp. for the East End, Malvern. St Wulstan’s. Jr.H.M.O... 57 
Bournemouth & East Dorset Group B.15. H.O. .. + aa .. 52] Manchester R.H.B. Reg. .. i. oe 
of Hosps. Reg. & Locum Reg... 54] Birmingham R.H.B. Reg. .. .. 54] Mansfield. Ransom. Reg... i 
Bradford. St. Luke’s. Sr. H.O. .. 54] Brighton. Royal Sussex County. Jr. Northampton. Creaton. H.O. 1. & 
Cardiff United Hosps. Reg. .. ———— HMO. re a ‘« .. 54] North West Met. R.H.B. Sr. H.M.O. 51 
Cheltenham Group H.M.C. Sr. H.0... 55] Colchester H.M.C. Sr. H.O. .. 55| Scotland. Eastern R.H.B. Temp. 
Kidderminster & Dist. Gen. Temp. Enfield. Chase Farm. Sr. H.O. 56 Reg. .. ss oi ae .- &9 
P.-t. Anes. .. - es .. 51 Hertford County. Sr. H.O. .. 6! Scotland. Western R.H.B. Regs. .. 59 
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Watford Chest Clinic. Locum Reg 


Weaverham, Cheshire. He efferston 
Grange San. Sr. H.O. 

DENTAL SURGERY 

Oxford United Hosps. Sr. Reg. 


DERMATOLOGY 
Northampton Gen. H.O. 


EAR, NOSE, AND THROAT 


= Middlesex, N.18. P.-t. Clin. 
Rdyal Free . ‘C.1. Locum Sr. Reg. 
Westminster, S. W.1. Sr. Reg. 


Caernarvon & Anglesey Gen. 
& Minffordd Hosps. Jr. H.M.O... 
Birmingham R.H.B. P.-t. — 
Birmingham R.H.B. Reg. 
Brighton & Lewes H.M.C., 
osps. Sr. .O. 
Canterbury. 
MM a 


Bangor. 


* Group 


Kent & € ‘ante rbury. Sr. 
Glasgow. 


B.O.M. 
sr. H.O. 


Manchester. W ythenshaw e. Sr. H.O. 
Newcastle United Hosps. H.O. ‘ 
Scotland. Western R.H.B. Reg. . 
Wolverhampton Royal. Pre-reg. H. O. 


GERIATRICS 

Langthorne, E.11. H.C Pa 
Birmingham R.H.B. Sr. ie. M.O. .. 
Sr. H.O... 


Victoria Hosps. 


Manchester. Withington. 
Wolverhampton Group. Sr. H.O. 
INFECTIOUS DISEASES 
Ipswich. St. Helen’s. H.O. .. 
MEDICINE 
Brook Gen., S.E.18. Sr. H.O. a 
Central Middlesex “has F gy Sr. H.O. 
St. Clement’s, E.: H.O. . : 
St. Francis, S.E. 33. Sr. H.O 
St. Mary’s, W.2. Reg. ‘ ‘ 
Whipps Cross, E.1l11. H.O. .. on 
Brighton. Royal Sussex County. Pre- 
reg. H.O.’s_ .. a ; 
Chelmsford. St. John’s. H.O. 
Chertsey. St. Peter’s. Sr. Reg. 
Enfield. Chase Farm. H.O. . ca 
Gainsborough. John Coupland. Jr. 
Hemel Hempstead. ‘West Herts & 
St. Paul’s Hosps. Reg. .. a 
Huddersfield. St. Luke’s. Jr. H.M.O. 
~—_—T West Middlesex. Locum 
Sr gs. 44 ed i. we. 
Ke aa Westmorland County. Sr. 
Plymouth. ag a Devon & East 
Cornwall. Sr. H.O 
—— Group H.M.C. | Pre- reg. 
oO é 
Scotland. W este rn R.H.B. Re gs. 
Scunthorpe. War Mem. Pre-reg. 
H.0. cr Se: 3.0. .. és iA 
Sheffield. City Gen. Reg. .. 
St. Albans City. H.O.’s 
Westcliff, Essex. Sr. H.O. . ‘“ 
New Cross. Pre-reg. 


Wolverhampton. 
ay és eet 
U.S.A. Holzer Clinic, 
Preceptor. .. 
NEUROLOGY 
National Hosps. for Nervous Diseases. 
Sr. Reg. & Reg. 
West End Hosp. 


Gallipolis, Ohio. 


tor ‘Neurology | & 
H.O. 


Neurosurgery, W.1. Sr. 
NEUROSURGERY 
Liverpool. Walton. Sr. H.O.. 


Sheffield aes ae ae um Reg. 


or Sr. H.O. 


OBSTETRICS AND GYNZCOLOGY 
a Garrett Anderson, N.W.1. 


Lambeth, 8.E.11. H.O. ‘ 
Marie Curie, N.W.3. H.O. .. ee 
Prince of Wales’s Gen., N.15. sr. H.O. 
Queen Mary’s re. for the East 
End, E.15. Sr. H.¢ Ry 
St. Mary Abbots, W. % 
Westminster, 8S. W. a Reg. 
Whittington, N.19. Regs. . 
Woolwich Group H.M.C "H.0.'s ° 
Birmingham. Marston “Green Maty. 
H.O 


Reg. ; ; 


61 


58 


57 





Birmingham, ‘Sorrento Mate rnity. P 
H.0O. 5 
Carshalton. St. Helier. Sr. H.O. 55 
Cheltenham Maternity. H.O. — 

Doncaster. Western. Reg. & Sr. 

H.O. or Pre-reg. H.O. + — 
Grimsby Group of eens. Reg. 56 
Hillingdon, Middx. Reg ' 56 
Isleworth. West Middles sex. ‘Reg. es 
Manchester United Hosps. Sr. H.O 

& H.O. ee ee 57/58 
Oxford R.H.B. Reg. .. 58 





Peterborough 7 om. & Obstetric 


Annexes. H.O 


Reading ¢ ‘ombined Hosps. H.O. 

Romford. Oldchurch. Sr. H.O. 

Salisbury Gen. H.O. - 
Scotland. Western R. H.B. Regs. 

Southampton Gen. H.O. .. 

OPHTHALMOLOGY 

Birmingham R.H.B. Sr. Re 

Broxburn, wn Lothian. “Bangour 
Gen. Sr. H.¢ 

Newcastle R.H. B. Regs 

Scotland. Western RB. Reg. 

Sheffield United Hosps. Reg. 

South East Met. R.H.B. Reg. 

ORTHOP AZDICS 

Aberdeen Gen. Hosps. B.O.M._ 8r. 
H.O. 

Ascot. 


"He atherw ood. Orthope dic. 
Locum Reg.. ‘ 

Ayr County. Pre-reg. H.O. 

Beverley. Westwood. H.O. 
Birmingham R.H.B. Reg. 


Blackpool. Victoria. Pre-reg. H.O.. 
Burton-on-Trent. Bretby Hall Ortho- 
pedic. Reg Sa 
Cardiff Unite i Hosps. dte g. 
Colchester H.) H.¢ 
ay ae eal Sane y 4 ‘ounty. 
Ipswich & East Suffolk. Sr. H.O 
Sheffield. City Gen. Pre-reg. H. oO. 


st eee Royal Salop Infy. Sr. 
oO 


oe hampton. ’ ‘Royal “South Hants. 

Wine “ ster. Royal Hants County. 
Sr. H.O, oe o° ns - 

PZDIATRICS 

Prince of Wales’ 8 Gen., Ni15. H.O.. 

St. Bartholomew’s, E Ke 1. Reg. 


Brighton. Royal Ale xandra —- for 
Sick Child. H.€ 

Edgware Gen. H. 6. 

Manchester. Booth Hall ( hil’ s. Jr. 
H.M.O is 


Scotland. Western R.H.B. 
a United Hosps. 


Re aa 
Reg. or Sr. 


ye Cell Barnes. Reg. 
Watford. Shrodells. Sr. H.O. 
Windsor. King Edward VII. 
York. County, Cit 
Bridge Hosps. Sr. H.O. 
Canada. Children’s regs 
Resident 


PATHOLOGY 

Lambeth, S.E.11. Reg. - ae 
St. Bartholomew’s, E.C.1. P.-t. Cons. 
Beverley. Westwood. Sr. H.O. =. 
Birmingham United Hosps. Sr. H.0. 
Manchester R.H.B. Cons, ie 
Newcastle R.H.B. Reg. 
—— * United Hosps. 

oO 


Reg. 
& Yearsley 


Vancouver. 


Reg. & Sr? 


Scotland. “Western R. H. B. Regs. 


Sheffield United Hosps. Sr. Reg. 
PHYSICAL MEDICINE 

Middlesex, W.1. Asst.. ° = 
Buxton. Devonshire Royal. ‘Sr. H.O. 
Manchester R.H.B. Reg. ° és 


PLASTIC SURGERY 
Sheffield United paaee. 
Shotley at Gen 


Sr. 


Sr. Reg. 
* HMO. « 


PSYCHIATRY : 
Brentwood. Warley. Jr. H.M.O. 
Canterbury. St. Augustine’s. Jr. 
o.M.O. ae aa - rae 
East Anglian R.H.B. Reg. .. iS 
Hornchurch. St. George’s. Temp. 
Reg as - re os 
Leeds R.H.B. Sr. H.M.O.’s .. ss 
North West Met. R.H.B.  P.-t. Sr. 
.M.O. i os - ‘ 
Scotland.-Western R.H.B. Regs. 
Sheffield R.H.B. Sr. Reg is 
Southall. St. Be oneeds 8 Hosp. for 
Nervous & Mental Disorders. Sr. 
es «s as s* 
Virginia Water. Surrey. Holloway 


San. Locum Jr. H.M.¢ 
Worcester. Powick. Jr. i. M.O. 


RADIOLOGY 


Royal Free, W.C.1. Sr. Reg... 
Royal Northern, N.7. Reg. .. 
St. Thomas’s, S.E.1. Sr. H.M.O. 


Ashford, Middx. Sr. Reg 

Newcastle R.H.B. Loc um P.-t. Cons. 

Sheffield R.H.B. Sr. H.M.O. 

RADIOTHERAPY 

Scotland. ee Eastern 
Sr. Reg Reg 

Scotland. ry R.H.B. Sr. "Reg.. 


R.H.B. 





SURGERY 
ae, 
German, E.8 
age Middlesex, N.18. 
Ann’s Gen., N.15. 
St. Giles’, S.E.5. H.O.. 
St. John’s, 8.E.13. H. i as 
St. Mary’s, W.2. P.-t. Sr. H.O. ‘ 
Whipps Cross, E.11. Pre-reg. H.O. .. 
Aberystwyth. Gen. Sr, H.O. & H.O. 
Ashford, Middx. H.O.’s a. 
— = Hyde & } aeebll H. M.C. Sr. 


Barnsley. Beckett. Reg. 


6.W.14. EO .. 

- Pre-reg. H.O. .. 
Sr. H.O. 

mo .. 


Barnstaple. North Devon Infy. Pre- 
reg. H.O. 

Bedford Gen. H.O. .. 

Birmingham Accident. H.0.’s 

Bishop Auckland. Gen. H.O. 

Bournemouth. Christchurch. Pre- 
reg. .O. as 

Brighton. Roy ral alexandra many. 
for Sick Child. H.O 

t) oihon Royal Susse x “Count y. 

8 


Bromsgrove Gen. Pre-reg. H.O. & 

Pre-reg. Locum H.O. iw a“ 
Cardiff. Gaerphill & Dist. H.O.’s .. 
Chichester. Royal W ag ae H.O. 


Colchester H.M.C. Sr ny 
Cuckfield, Sussex. Sr. H.O. & Pre- 
reg. H.O. <* 
Douglas. Noble’ ~ s Isle of Man. H.O.. 
Driffield. East Riding Gen. oO. 


Princess Margare t Dae 


Gt. Yarmouth & Gorleston Gen. H.O. 
Guildford. Royal Surrey County. 
) 


_ a Se be. Ry ny 
Harefield, Middx, Pre-reg. H.O. 
Hemel Hempstead. West 

Locum Reg. & Pre-reg. ™ oO 
Hitchin. Lister. H.O 
Hove Gen. Pre-reg. H.O 


oe. 
H.O. 


He lerts, 


Huddersfield Royal Infy,, H.0. 
Hull. Kingston Gen. Sr. H.O. 
Hull. Kingston Gen. Pre-reg. H. a. 


Ipswich & East Suffolk. H. 

— r& —_ — P re-reg. 

Llanelly. Jr. H.M.O ; we 

— West Kent ‘Ge n. Pre-reg. 
oO 


Manchester. Booth Hall Child’ s. H.O. 
Newcastle R.H.B. Reg. a3 
Northampton Gen. H.O. 
Plymouth. South Devon 
Cornwall. Pre-reg. H.O. 
Pontefract Gen. Infy. H.O. 
Portsmouth Group H.M.C. Sr. H.0.’s 


& Pre-reg. H. 

Redhill. East Surrey. ‘Sr. H.O. 
Romford. Oldchurch. H.O. 
Romford. vi - toria. H.O. 
Salisbury 

Scotland. Weste m R.H.B. 


‘& East 


Regs. 


Scunthorpe & Dist. War Mem. Reg. 

Scunthor are Mem. Pre-reg. H.O 
or Sr. in 

Shrewsbury. , Royal Salop Infy. /Cop- 
thorne. 

Southampton. “Royal “South Hants. 


South East Met. R.H.B. Reg. 
ist 


St. Helens & Dist. H.M.C. Sr. H.O. 
Swansea. Pre-reg. H.O. é 
Tredegar, Mon. Gen. .O. 
Tynemouth. Victoria Jubilee Infy. 
Sr. H.O. oi 
Wakefield. Pinderfields Gen. Locum 
Sr. H.0. & Locum H.O. .. * 
West Bromwich. Hallam. Pre-reg. 


Wolverhampton. New Cross. Pre-reg. 
es ia + ds % 

Wolverhampton Royal. Pre-reg. H.O. 

THORACIC SURGERY 

London Chest, E.2. Sr. H. . or lca 

Nottingham City. Sr. H.¢ 


UROLOGY 

"| Eainbonen Northern name Group. 

VENEREOLOGY ie - 

St. Thomas’ cits S.E.1 P.-t. Reg. & 
P.-t. Jr. 1.0. . “ hee 


PUBLIC i — are 
GENERAL PRACTICE 
NON-=}MEDICAL~ 
MISCELLANEOUS 


56/57 
i“. 
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or 
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61 
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The Terms and Conditions of Service of 
Hospital Medical and Dental Staff apply to 
all N.H.S. hospital posts we advertise, unless 
otherwise stated. Canvassing disqualifies, but 
candidates may normally visit the hospital 


by appointment. 
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Academic and Educational 








ROYAL COLLEGE OF SURGEONS OF ENGLAND 


SURGERY LECTURES AND CLINICAL CONFERENCES, APRIL, 1957 
A Course of 24 Surgery Lectures, with LO Clinical Conferences 
at certain selected hospitals. will be held from Ist to 18TH APRIL, 
1957. Only a limited number of students can be accepted for 
the Clinical Conferences. 

Fees Whole course-—£15 15s 

Lectures only—<£10 10s 

Single Lecture 10s. each. 

Applications, accompanied by a cheque for the appropriate 
fee, should be sent to Mr. W. F. Davis, Deputy Secretary, 
Royal College of Surgeons of England, Lincoln’s Inn-fields, 

.C.2, from whom further information may be obtained (Tel. : 
HOLbern 3474) 

UNIVERSITY OF LONDON 
INSTITUTE OF ORTHOPACDICS 


COURSE ON SURGERY IN PARALYTIC DISORDERS 
4TH-6TH APRIL, 1957 
PROVISIONAL PROGRAMME 


Reconstruction of paralysed upper limb ..Mr. D. M. Brooks 
Reconstruction of paralysed lower limb ..Mr. J. A.CHOLMELEY 
Paralytic scoliosis a ' Mr. J. I. P. Janam 
Surgery in spastic paralysis .Mr. K. I. NISSEN 


Less common neurological disorders of..Dr. P. H. SANDIFER 
orthopeedic interest 
Pott’s paraplegia - ‘ Mr. H. J. SEDDON 
Traumatic paraplegia Mr. J. N. WILSON 
The fee for this course (ine luding lunch and tea) is 3 guineas. 
Early application should be made to the Dean, at 234, Great 
Portland-street, London, W.1. 
UNIVERSITY OF GLASGOW 


LECTURESHIP IN PATHOLOGY AT THE ROYAL INFIRMARY 

Applications are invited for a Lectureship in Pathology. 
Salary according to placement on University scale for clinical 
teachers. The final maximum is £1750 p.a. F.S.S.U. and family 
allowance benefits. 

Applications (12 copies) should be lodged, not later than 
30th March, 1957, with the undersigned, from whom further 
particulars may be obtained. 

Rosr. T. Hutcreson, Secretary of University Court. 
UNIVERSITY OF ST. ANDREWS AND THE 
UNIVERSITY OF PENNSYLVANIA 


SMITH, KLINE AND FRENCH FELLOWSHIP 

Applications are invited from those who have an Honours 
Degree in Chemistry for a training post in biological methods 
within the Departments of Physiology and of Pharmacology 
and Therapeutics of the University of St. Andrews, Queen's 
College, Dundee,and the Scientific Departments of the University 
of Pennsylvania. Salary £800 by £50, maximum £900, p.a. 
The tenure of this Fellowship will be 3 years. The first 2 years 
of the Fellowship will be spent in the University of St. Andrews 
and it is probable that the successful candidate will be sent for 
a further period of training to the scientific laboratories of the 
University of Pennsylvania during his third year of the Fellow- 
ship. 

Applications, together with the names of 3 referees, should be 
submitted to the Professor of Pharmacology and Therapeutics, 
Queen's College, Dundee, by 30th April, 1957. 

UNIVERSITY OF ST. ANDREWS 


LECTURESHIP IN PATHOLOGY 

The University Court of the University of St. Andrews invites 
applications for a Lectureship in the Department of Pathology, 
Queen's College, Dundee. Associated with the Lectureship will 
be an honorary appointment from the Eastern Regional Hospital 
Board as Assistant Pathologist at Dundee Royal Infirmary. 
The University operates a scheme of family allowances and a 
grant towards expenses of removal may be made. The grading 
will be according to experience within Grade ILI, salary £700 by 
annual increments to £1200. 

Further particulars of the appointment may be obtained 
from the undersigned, with whom 6 copies of the application, 
together with the names of 3 referees, should be lodged not 
later than 13th April, 1957. 

PATRICK CUMMING, Joint Clerk to the University Court. 

Queen's College, Dundee. 

UNIVERSITY OF ST. ANDREWS 


REFRESHER COURSE FOR GENERAL PRACTITIONERS 

A 2-weeks COURSE will be held in Queen's College, Dundee, 
and associated hospitals from L7TH JUNE to 28TH JUNE, 1957. 
Teaching will be by lecture-demonstrations and clinical rounds, 
with emphasis on recent advances in diagnosis and treatment. 
Accommodation available in students’ residences at moderate 
cost. Course fee £10 10s. Financial assistance, subject to 
certain conditions, from Department of Health for Scotland. 
Last date for enrolment, 30th April, 1957. 

Further pafticulars and application forms from Postgraduate 
Convener, Department of Pharmacology and Therapeutics, 
Queen’s College, Dundee. 

THE ROYAL INSTITUTE OF PUBLIC HEALTH AND 
HYGIENE 


THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next COURSES OF INSTRUCTION for the above Diplomas 
commenced on 15TH MARCH, 1957. Tuition may be taken 
whole-time or part-time. 

Prospectuses, enrolment forms and full details may be obtained 
from the Secretary, 28, Portland-place, London, W.1 (telephone : 
LANgham 2731 2 
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INSTITUTE OF BASIC MEDICAL SCIENCES 
ROYAL COLLEGE OF SURGEONS OF ENGLAND 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
(UNIVERSITY OF LONDON) 
LECTURES AND DEMONSTRATIONS IN ANATOMY, PHYSIOLOGY ANI) 
PATHOLOGY, SEPTEMBER-DECEMBER, 1957 
A full-time Course of Lectures and Demonstrations in the 
above subjects will be held at the Institute from 16TH SEP? 
EMBER to 20TH DECEMBER, 1957. Applications for this Course 
will be strictly limited. 
Fee : £63. 
Closing date for applications : Friday, 5th April, 1957. 
Further information may be obtained from Mr. W. F. Davis, 
Secretary, Institute of Basic Medical Sciences, Royal College of 
Surgeons, Lincoln’s Inn-fields, W.C.2. (Tel. : HOLborn 3474) 


CHRISTIAN MEDICAL FELLOWSHIP 


WEDNESDAY, 27TH MARCH, 1957, at 8.15 P.m., The Royal 


Empire Society, Northumberland-avenue, W.C.2 (Craven 
street entrance). 
Chairman : W. M. CAPPER, F.R.C.S., M.R.C.0. 
Speaker: HarRoLp Dopp, CH.M., F.R.C.8. 
Subject : “* The Doctor as a Person.” 
NUFFIELD FOUNDATION DOMINION TRAVELLING 
FELLOWSHIPS 


NEW ZEALAND 

The Nuffield Foundation offers a TRAVELLING FELLOW 
SHIP IN MEDICINE to nationals of New Zealand prefer 
ably between the ages of 25 and 35 years. The purpose is to 
enable medically qualifie é persons to obtain in the United 
Kingdom such postgraduate training and experience as may 
be necessary to prepare them to undertake medical teaching 
and research work in New Zealand. Applicants should possess 
high intellectual and personal qualities. 

A Fellow will be required to carry out at an approved institu 
tion a programme of work and training approved by the Nuffield 
Foundation. A Fellow will not be permitted to prepare for, or 
to take examinations for, higher degrees or diplomas awarded 
by bodies in the United Kingdom. 

The Fellowships are normally tenable for 1 year and provide 
for maintenance and return travelling expenses of a Fellow 
and, if he is married, for the travelling expenses only of his 
wife. The total value of an award, including travelling expenses 
varies with the needs and family responsibility of the holder 
but will in no case be less than £900. 

Applications for Fellowships to begin in 1957 should be 
submitted not later than 30th April, 1957, to the undersigned 
Copies of the conditions and forms of application are also avail- 
able at the Nuffield Foundation, Nuffield Lodge, Regent's 
Park, London, N.W.1. R. E. CoRBETr. 

Department of Chemistry, University of Otago, 

Dunedin, New Zealand. 

UNIVERSITY OF OXFORD. Applications are invited 
for the post of MEDICAL TUTOR which falls vacant on Ist 
June, 1957. The Medical Tutor works under the direction of the 
Nuffield Professor of Clinical Medicine and his duties are to 
assist in preparation of candidates for the Degree of Bachelor 
of Medicine and to conduct research. The salary is £1600 p.a., 
plus children’s allowances, and the appointment will be for 
3 years in the first instance. 

Applications (4 copies) should reach the Nuffield Professor 

of Clinical Medicine, Radcliffe Infirmary, Oxford, from whom 
further particulars can be obtained, not later than 17th April, 
1957. Testimonials are not required but the names of 2 referees 
may be given. 
UNIVERSITY OF CAMBRIDGE. Applications are 
invited for the post of ASSISTANT DIRECTOR OF 
RESEARCH in the Department of Experimental Medicine, 
vacant from Ist October, 1957. The person appointed will be 
expected to engage in research in the field of experimental 
medicine, to take part in the supervision of persons working 
for higher degrees, and to undertake a limited amount of teaching 
Salary scale £1050-£100-£1550 with superannuation benefit 
and family allowance where applicable. 

Further particulars and information may be obtained from 
Dr. G. A. GRESHAM, Secretary of the Appointments Committee 
of the Faculty of Medicine, the Medical School, Tennis Court 
road, Cambridge, to whom applications should be sent to reach 
him not later than 4th May, 1957. 

THE UNIVERSITY OF MANCHESTER. Applications 
are invited from candidates with medical qualifications registrable 
in this coyntry, for the post of ASSISTANT LECTURER or 
DEMONSTRATOR IN PATHOLOGY. Previous experience 
in pathology is not essential. Duties will consist of teaching 
and of participation in the morbid anatomy service of Manchester 
Royal Infirmary. Opportunities will be available for research 
Salary scale p.a. attached to the posts: £700—-€100-1100 
Initial salary and status ace ording to qualifications and experi 
ence. Membership of children’s allowance scheme and, in the 
case of an Assistant Lecturer, of F.S 

Applications should be sent not onan r than Ist April, 57, to 
the Registrar, the University, Manchester, 13, from _ Ma 
particulars and forms of application may be obtained. 


UNIVERSITY OF LONDON. Applications are invited for 
IMPERIAL CHEMICAL INDUSTRIES RESEARCH FEL- 
LOWSHIPS in Biochemistry, Chemistry, Chemotherapy. 
Engineering, Metallurgy, Pharmacology. Physics and subjects 
allied to Chemistry or Physics. » Fellowships will be of the 
value of £800 p.a.. and will sel 5 be tenable from Ist October, 
1957. for 3 years in the first instance. Family allowances and 
F.S.8.1 

Detailed regulations and application forms may be obtained 
from the Academic Registrar, University of London, Senate 
House, W.C Applications must be received not later than 
30th April, 1 957. 
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UNIVERSITY OF LONDON. saponin are invited for 
a TURNER AND NEWALL RESEARCH FELLOWSHIP in 
Engineering, Inorganic Chemistry, P hysic s or an allied subject. 
Che Fellowship will be of the value of £800 p.a. and will normally 
be tenable from Ist October, 1957, for 3 years in the first instance. 
Family allowances and F.S.S.U. 

Detailed regulations and ‘applic ation forms may be 
from the Academic Registrar, University of London, 
House, W.C.1. Applications must be received not later 
30th April, 1957. 
UNIVERSITY OF EDINBURGH. Department of Bac- 
rER!QLOGY Applications are invited from medical gracuates 
for the post of LECTURER in the Department of Bacteriology. 
The successful candidate will be expected to act as an Assistant 
Bacteriologist in the Royal Infirmary, and to undertake certain 
teaching duties. Salary scale £700-£100-£1100 ; Bar: £1200— 
£100—£1600 p.a., with placement according to qualifications and 
experience, and with superannuation benefit and family allowance 
where applicable. 

Further particulars may be obtained from the undersigned, 
with whom applications (6 copies), together with the names of 
2 referees, should be lodged not later than 10th April, 1957. 

CHARLEs H. STEWART, Secretary to the University. 
KING’S COLLEGE HOSPITAL MEDICAL SCHOOL, 
Denmark-hill, London, S.E.5, invites applications for the post 


obtained 
senate 
than 


of SENIOR’ LECTURER IN PATHOLOGY. Candidates 
should have had a good general training in all branches of 
pathology. Commencing salary within the range £1500-£1800 
a year 


Applications (1 copy only) should be sent to the Secretary 
of the Medical School not later than 30th March, 1957, from 
whom further particulars may be obtained. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
atreet, W.C.1. Applications are invited for the post of Full-time 
SURGICAL RESEARCH ASSISTANT to the Cardiac Research 
Unit. The appointment will be for 1 year in the first instance. 
Duties will consist of experimental work on the Surgery of 
Congenital Heart Disease. Previous experience in experimental 
research desirable. Salary £1100-£1400 according to experience. 

Forms of applic ation, which must be returned not later than 
3ilst March, 1957, are obtainable from the undersigned. 

Il. F. RUTHERFORD, House Governor and Secretary. 
THE WELSH NATIONAL SCHOOL OF MEDICINE. 


(UNIVERSITY OF WALES.) ASSISTANT PATHOLOGIST 
required to engage mainly in forensic medicine under super- 
vision. The appointment is full-time and the salary will be 


within the scale £700-£100-£1500 p.a., depending on qualifi- 
cations and experience, with participation in the superannuation 
and family allowance schemes. There are facilities for research. 
Further particulars may be obtained from the undersigned 
by whom applications slfould be received within 3 weeks of the 
appearance of this advertisement. 
34, Newport-road, Cardiff. F. 


Hospital Services : Senior Appointments 


MIDDLESEX HOSPITAL, W.1. Applications invited for 
full-time post of ASSISTANT in the Department of Physical 
Medicine at the Middlesex Hospital AND SENIOR ASSISTANT 
at the Arthur Stanley Institute for Rheumatic Diseases, on the 
salary scale £1475-£2025. 

Further particulars obtainable from Deputy Superintendent, 

to whom applications, with names of 2 referees, should be 
submitted by 6th April. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of CLINICAL PATHOLOGIST at this 
Hospital, tenable from a date to be arranged. The appointment 
is of Consultant status and will be for 9 sessions weekly. Candi- 
dates should have had extensive experience in hematology and 
must be in possession of a higher qualification. The successful 
candidate will be required to undertake teaching duties in the 
Medical College in addition to his Hospital work 

Applications (12 copies), together with the names of 3 referees, 

should be a to the undersigned within the next 3 weeks. 

. C. Carus-WILSON, Clerk to the Governors. 
sT. THOMAES HOSPITAL, London, 8.E.1. Assistant 
RADIOLOGIST. Post vacant on Ist July, 1957. Whole-time. 
Salary £1575-#2025 p.a. 

Applications, naming 2 referees, to the Clerk of the Governors 
by 29th March, 1957. 

BIRMINGHAM REGIONAL HOSPITAL BOARD. 

(a) Part-time CONSULTANT E.N.T. SURGEON (1 notional 
half-day weekly), Tamworth General Hospital (68 Beds). Duties 
include quarterly visits to Chelmsley “Hospital, Marston Green. 
Higher qualification/wide experience specialty essential. 

(b) Whole-time ASSISTANT GERONTOLOGIST (€1575- 
£2025 p.a.), South Warwickshire Group. Duties include general 
medical work. Appointee to work under general supervision of 
Consultant Physicians and required to undertake domiciliary 
assessment of patients on waiting-list and maintain close liaison 
with general practitioners and local health authorities. Wide 
experience general medicine and care of chronic sick and higher 
medical qualification desirable. 

Applications (15 copies), stating name, age, nationality, 
present and previous appointments and details of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, by 15th April. 
BIRMINGHAM REGIONAL HOSPITAL BOARD AND 
UNITED BIRMINGHAM HOSPITALS. Joint appointment of Part-time 
CONSULTANT ANAESTHETIST (9 notional half-days weekly ). 
Duties at Midland Centre for Neurosurgery, Smethwick Hospital 
(6 notional half-days) and United Birmingham Hospitals (3 
notional half-days). Must reside within 5 miles of hospitals 
concerned. Higher qualification and experience neurosurgical 
auzsthesia required. 

Applications (15 copies), stating name, age, nationality, 
present and previous appointments and details of 3 referees, to 
Secretary, 10, Augustus-road, Birmingham, 15, by 15th April, 
1957. 


DoDsSWORTH, Secretary. 











KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. ANASSTHETIST required temporarily for 2 notional 
half-days a week, payment being at the rate of £350 p.a. 

Full details of the duties can be obtained from the Group 
Secretary, Mid-Worcestershire Hospital Management Committee, 
Birmingham-road, Bromsgrove, to whom applications should be 
sent immediately. 


LEEDS REGIONAL HOSPITAL BOARD. 
ASSISTANT PSYCHIATRISTS (Senior Hospital Medical 
Officer scale) for duties at : 

(i) Storthes Hall Hospital, Kirkburton, near Huddersfield 
(2680 Beds), and associated clinics at general hospitals. Resident 
or non-resident. A large modern flat is available if required and 
accommodation is also available for a single person. 

(ii) Clifton Hospital, York (1112 Beds), and associated 
clinics at Harrogate, York, and Scarborough. The person 
appointed may also-have duties at Claypenny Hospital for 
Mental Defectives (1 session per week). Small flat available. 

Applicants should hold the D.P.M. or other equivalent quali- 
fication. 

Applications (12 copies), stating age, qualifications and details 

of present and previous appointments with dates, and names 
and addresses of 3 referees, to the Secretary, Park-parade, 
Harrogate, by 26th March, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. 
Whole-time CONSULTANT PATHOLOGIST to the Royal 
Manchester Children’s Hospital, Pendlebury, Manchester 
Special experience of pathology in children essential. 2nd April, 
1957. 

Application forms from the Senior 
Officer to the Board, Cheetwood-road, 
returned by date stated. 


NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
CONSULTANT RADIOLOGIST (part-time), for 9 notional 
half-days per week for Tees-side, Cleveland and Northallerton 
Groups of hospitals. Appointment for approximately 4 
months. 

Applications, with names and adé¢resses of 3 referees, to 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, immediately. 

NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 
(1) ASSISTANT 


Whole-time 


Administrative Medical 
Manchester, 8, to be 


CHEST PHYSICIAN (whole-time), Senior 
Hospital Medical Officer grade, Hounslow Chest Clinic, 28, 
Bell-road, Hounslow, Middlesex. Associated with the Clinic are 
26 Bedsin Ashford Hospital, and 35 in West Middlesex Hospital. 
Candidates should have good general medical experience and 
special experience in treatment of tuberculosis and diseases of 
the chest. Clinic may be visited by direct appointment. 

Applications before 15th April, 1957. 

(2) CHILD PSYCHIATRIST (4 half-days a week), Senior 
Hospital Medical Officer grade, Bedfordshire Child Guidance 
Service. Duties in the northern part of the County, based on the 
clinic at 3, St. Peter’s-street, Bedford. May be visited by 
arrangement with the County Medical Officer, Bedfordshire 
County Council, Phoenix Chambers, High-street, Bedford. 

Applications before 16th April, 1957. 

Application forms obtainable from, and returnable to, Secre- 
tary, North West Metropolitan Regional Hospital Board, lla, 
Portland-place, W.1. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOLOGIST (Senior Hospital Medical 
Officer grade) required for the Nottingham General Hospital. 
Successful cand@late will work under the direction of the 
Consultant-in-charge, and will be required to undertake 
occasional sessions at other hospitals in the Nottingham area. 
Salary scale £1575-£50-£2025. 

Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield LKegional Hospital Board, Old 
Fulwood- road, Sheffield. Forms to be returned by 6th April, 
1957 


WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT ANAESTHETIST required 
Merthyr and Aberdare Hospital Management Committee area 
immediately. 

Avplications, naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardi 


NORTHERN IRELAND HOSPITALS AUTHORITY. 
ApyMesttens, are invited for a whole-time post as ASSISTANT 
ANASTHETIST in the grade of Senior Hospital Medical 
Officer to hospitals managed by the Belfast, South Belfast and 
Belfast Ophthalmic and Benn Hospital ‘Management Com- 
mittees. The terms and conditions will be in accordance with the 
application of the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned 
immediately. 


U.S.A. HOLZER CLINIC, Gallipolis, Ohio. Preceptor 
(internal medicine) required at 15-man specialty clinic, located 
in 150-Bed, fully-equipped. non-profit hospital. Functions as 
referral centre serving 100-mile radius. Only community type 
general hospital in area All major specialties represented. 
University of Cincinnati active surgical residency affiliation. 
Preceptor works exclusively with 4 Board Certified Internists 
seeing 10,000 patients, 1600 hospitalisations, annually. Active 
teaching programme. Duties include medical clinic emphasising 
complete diagnostic studies and supervised hospital servicc. 
Unique opportunity for practical training with private clinic 
and general hospital. 1-3 years medical residency or equivalent 
required. Extremely valuable as practice time while studying 
for Boards or refresher training. 6-36 months appointments. 
Salary $5000-—$10,000 considering qualifications. Good housing. 
Starting date open. Travel cost and maintenance to be discussed. 
Reply to Joun J. SCHWAB, M.D., Department of Medicine. 
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Hospital Services : Junior Appointments 
BOLINGBROKE HOSPITAL, 
8.W.11. HOUSE SURGEON (resident) required from 5th 
April, 1957. Open to registered practitioners and pre-registra- 
tion candidates 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 20th March, 1957. 
BROOK eee a HOSPITAL, Shooters 
S.E.18 NIOR HOUSE OFFICER (general 
The post is vacant mid-April and is tenable for 1 
acute medical beds. Salary £745 p.a., less £150 p.a 
Apply to Group Secretary, Memorial Hospital, 





Wandsworth Common, 


Hill-road, 
medicine ). 
year. 90 
if resident. 
Woolwich, 
S.E. 

SENTRAL MIDDLESEX HOSPITAL, Acton-lane, N.W.10. 
SENIOR HOUSE OFFICER General Medica) Department 
with duties mainly in the Geriatric Department. Good facilities 

for the higher examination, and insight into working of general 

practice Whole-time appointment for 6 months in the first 

instance commencing April, 1957. 


Ap ply, with 2 testimonials, to Medical Director by 23rd March, 
1957. 
ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 


invited from pre-registration and registered Women 
medical practitioners for the post of HOUSE SURGEON to 
Gynecological Department (recognised for M.R.C.O.G.). Duties 
to commence Ist May, 1957. Appointment for 6 months. 
Salary in accordance with Ministry of Health scale for House 
Officers. 

Applications, 
sent to the Secretary, 
by 20th March, 1957. 
FINCHLEY CHEST CLINIC, 980, High-road, N.20. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
required at above Clinic. Duties will include work at Highlands 
General Hospital (Chest Unit). Good training in general 
medicine essential and experience in chest diseases desirable. 
Clinic may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 
Secretary, Northern Group Hospital Management Committee, 
Royal Northern Hospital, N.7, by 27th March, 1957. 


FULHAM HOSPITAL, St. Dunstan’s-road, 


tions are 


should be 
Hospital, 


with copies of 3 recent testimonials, 
Elizabeth Garrett Anderson 


Hammer- 


smith, W.6. (414 Beds. Recognised for F.F.A.R.C.S. and D.A,) 
SENLOR HOUSE OFFICER (resident) in Anesthetics. Post 
vacant April, 1957. Previous anesthetic experience desirable 


but not essential. The post offers experience in anzsthesia for 
all types of general surgery, including an Obstetrics Unit of 
30 Beds. Staff includes a full-time Registrar. 

Applications, on forms obtainable from Hospital Secretary 
(L.2), as soon as possible 
GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited for the 6 months resident appointment 
of Pre-registration HOUSE SURGEON, now vacant, and 
should be sent to the Group Secretary, Hackney Hospital, 
London, E.9, quoting GH/PHS. 


HOSPITALS FOR DISEASES OF THE CHEST AND 
THE MIDDLESEX HOSPITAL, W.1. BOARD OF GOVERNORS invite 
applications for a full time appointment of SENIOR REGIS- 
TRAR in Anesthetics involving duties on 3 days weekly — 
London Chest Hospital and 24 days weekly with Middle se 
Hospital. Candidates must hold the Diploma F.F.A.R.C.S. The 
appointment is for 1 year with eligibility for re men saan 

Applications, stating age, qualifications with dates, and 
appointments held with names of 3 referees, by 8th April, 1957, 
to KENNETH A. F. MILES, Secretary to the Board. 

Brompton Hospital, London, 3.W.3. 


HOSPITALS FOR DISEASES OF THE CHEST AND 
WESTMINSTER HOSPITAL, 8.W.1 BOARD OF GOVERNORS invite 
applications for a full-time appointment of SENIOR REGIS- 
TRAR in Anesthetics involving duties on 3 days weekly with 
Brompton Hospital and 2} days weekly with Westminster 
Hospital. Candidates must hold the Diploma F.F.A.R.C.S. The 
appointment is for 1 year with eligibility for reappointment. 

Applications, stating age, qualifications with dates, and 
appointments held with names of 3 referees, by 8th April, 1957, 
to KENNETH A. F. MILEs, Secretary hg the Board. 

Brompton Hospital, London, 3.W. 
LANGTHORNE HOSPITAL, eit 
HOSPITAL GROUP. Applications are 
HOUSE OFFICER in the Group Geriatric Unit at above 
Hospital. The post offers excelicnt scope for persons interested 
in this speciality as the most mocern methods of geriatric treat- 
ment are employed, supervised by a Consultant Geriatrician, 
with full consultant services in other branches. 

Application forms from the Senior Medical Officer, Langthorne 
Hospital, London, E.11, to be returned by 25th March, 1957 


LAMBETH HOSPITAL, Brook-drive, London, 8.£&.11. 
SOUTH WEST METROPOLITAN REGIONAT. HOSPITAL BOARD, Appli- 
cations are invited for the post of REGISTRAR in Pathology. 
Appointment is for 2 years subject to review after 12 months. 
Candidates may visit Hospital by arrangement 

Application forms from the Secretary, Lambeth Group Hos- 
pital Management Committee, Renfrew- road, ».11, to whom 
completed forms should be returned not later ce 30th March, 
1957. 


Leytonstone (No. 10) 
invited for the post of 


LAMBETH HOSPITAL, 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
ANAESTHETIC REGISTRAR required. Appointment 
2 years subject to review after 12 months. Candidates may 
visit the Hospital by appointment if they so desire. 

Application forms from the Secretary, Lambeth G iroup Hos- 
pital Management Committee, Renfrew-road, 8.E.11, to whom 
completed forms should be returned not later than 30th March, 


1957 


Brook-drive, S.E.11. 
BOARD. 


is for 


London, 


0) 


ve 





LAMBETH HOSPITAL, Brook-drive, 8.E.11. Applica- 
tions are invited from pre-registration and registered medical 
practitioners for the position of RESIDENT HOUSE SUR- 
GEON in the Obstetric and Gynecological Unit. The appoint 
ment is for 6 months from Ist May, 1957. It would be a 
convenience, but not a necessity, if the successful candidate could 
carry out a fortnight’s Locum duty starting from 17th April 
1957. The =e is recognised for the M.R.C.0.G. and 
D.Obst. R.C. i. 

Applic oes forms from the Physician-Superintendent 

stamped addressed envelope should be enclosed. 
LONDON CHEST HOSPITAL. Hospitais for Diseases 
OF THE CHEST A vacancy occurs Ist May for RESIDENT 
SURGICAL OFFICER. Appointment for 6 months, with 
prospect of renewal. Post graded as Senior House Officer or 
Registrar, according to qualifications and previous surgical 
experience. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 19th March. 

THoMAS BRowN, House Governor. 

London Chest Hospital, E.2. 

MARIE CURIE HOSPITAL, 66, 
Hampstead, N.W.3. GYNECOLOGICAL HOUSE SURGEON 
(radiotherapy ), resident. required in April. 

Applications, with copies of testimonials, to the Administrative 

Officer. 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of a SENIOR REGISTRAR (whole-time ) 
for work in the Academic Unit in Clinical Neurology. The 
appointment will be for 1 year in the first instance. 

Applications, giving the names of 3 re ferees, to be 
the undersigned not later than 30th March, 1957. 

EWART MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, London, W.C.1 
NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Electroencephalography. Applications are invited from registered 
medical practitioners for the appointment of REGISTRAR 
(whole-time) in the Department of Applied Electro-Physiology 
at The National Hospital, Queen-square, W.C.1 This post 
carries the grade of Registrar. The appointment will be for 
1 year in the first instance with eligibility for reappointment. 

Applications, giving the names of 3 referees, to be sent to the 

undersigned not later than 30th March, 1957. 
H. Ewart MITCHELL, 
Secretary to the Board of Governors. 
The National Hospitals for Nervous Diseases, 
Queen-square, W.C.1. 
NELSON HOSPITAL, Kingston-road, 
RESIDENT ANASSTHETIST 
Post approved forthe D.A. Vacant end of March. 

Applications, stating age, experience and qualifications, with 

copies of testimonials and the name of 1 referee, should be sent 


Fitzjohn’s-avenue, 


sent to 


Merton, S.W.20. 
(Senior House Officer grade). 


to the Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
CLINICAL ASSISTANT for E.N.T. Department required. 


Appointment will be on a part-time basis, with attendance for 
4 sessions a week. Candidates must have had considerable 
operative experience in the specialty, and there is some responsi- 
bility for emergencies. Salary £175 p.a. per weekly half-day. 

Applications, stating age, qualifications, experience, nation- 
ality, with names of 2 referees, to Secretary of Hospital, by 30th 
March 
NORTH MIDDLESEX HOSPITAL, 
SENIOR HOUSE OFFICER in Surgery, 
General surgery. trauma and orthopedics. 
F.R.C.S. 6 months appointment in the 
possible extension to 1 year. 

Applications, stating age, nationality, qualifications (Primary 
Fellowship desirable), experience, with copies of recent testi- 
monials or names of 2 referees, to Secretary of Hospital, by 
26th March. 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. AN-ESTHETIC REGISTRAR (non-resident) for 
whole-time duties, at hospitals in the Central Middlesex Group 

mainly at Acton and Willesden General Hospitals. Officer 
would receive mileage allowance for the use of car. Appointment 
for 1 year, renewable. Hospitals may be visited by direct 
appointment. 

Application forms from, and returnable to, 
Central Middlesex Group Hospital 
Park Royal, N.W.10, within 10 days. 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 


Edmonton, N.18. 
resident, required. 
Post recognised for 
first instance with 


Group Secretary, 
Management Committec, 


for the appointment of RESIDENT GYNACCOLOGICAL 
HOUSE SURGEON (Senior House Officer) (recognised for 
M.R.C.O.G. examination), to the above Hospital for a period of 


6 months, vacant Ist May, 1957. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
30th March, 1957. 
PRINCE OF WALES'S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical] practitioners for 
the appointment of RESIDENT PASDIATRIC HOUSE 
PHYSICIAN (third post) to the above Hospital for a period of 
6 months, vacant 18th May, 1957. (Post recognised for D.C.H. 

Application form from secretary, Tottenham Group + ence vad 
Management Committee, The Green, N.15, to be returned by 
6th April, 1957. 

QUEEN MARY'S HOSPITAL FOR THE EAST END, 
Stratford, E.15. JUNIOR CASUALTY OFFICER (House Officer 
third post) required for 6 months commencing 8th April. 1957. 

Applications, together with the names of 3 referees, to Hospital 

Secretary by 21st March, 1957. 
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QUEEN MARY’S HOSPITAL FOR THE EAST END, 

Stratford, E.15. SENIOR OBSTETRIC HOUSE SURGEON 

(Male or Female), Senior House Officer grade. 6 months com- 

mencing as soon as possible. Post recognised for M.R.C.O.G. 
Applications, with the names of 3 referees, to Group Secretary, 

ac. Ham Group Hospital Management Committee, Stratford, 
15 

ROYAL FREE HOSPITAL. 


Applications are invited for 
the post of SENIOR 


REGISTRAR to the Diagnostic X-ray 
Department at the Royal ¥ree Hospital. The post is non- 
resident for 1 year in the first instant. Duties to commence 
Ist May, 1957. Candidates should be registered medical practi- 
tioners of not more than 10 years standing and should hold the 
D.M.R.(D.). 

Formal applications, giving details of experience, &c., together 

with the names of 3 referees, should be sent to the Hospital 
Secretary, Royal Free Hospital, Gray’s Inn-road, W.C.1, as soon 
as possible and not later than 4th April, 1957. 
ROYAL FREE HOSPITAL. Applications are invited for 
the post of non-resident Locum SENIOR E.N.T. REGISTRAR 
at the Royal Free Hospital for 4 weeks, preferably in March. 
Terms and conditions of service in accordance with the scale laid 
down by the Ministry of Health for locum Senior Registrars. 

Applications should be made to the Hospital Secretary, Royal 
Free Hospital, Gray’s Inn-road, W.C.1, as soon as possible. 
ROYAL NORTHERN HOSPITAL, Holloway, N.7. Regis- 
TRAR in Radiology, X-ray Diagnostic Department, required. 
D.M.R.D.essential. Hospital may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 

Secretary by 19th March, 1957. 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) to above 
Hospital for a period of 6 months from 4th May, 1957. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
30th March, 1957. 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of NON-RESIDENT SENIOR HOUSE 
OFFICER (Junior Registrar) in the Children’s Department for 
a period of 1 year, tenable from July, 1957. 

Applications, together with the names of 2 referees, 

be submitted to the undersigned within the next 14 days. 
©. C. CaRUSs-WILSON, Clerk to the Governors. 

ST. CLEMENT'S HOSPITAL, Bow, E.3. House Physician 

(post-revistration) required. Post vacant on 8th April, 1957. 

Applications, with copy of at least 1 testimonial, to be sent 
to Hospital Secretary immediately. 

ST. FRANCIS’ HOSPITAL, Constance-road, East Dul- 
wich, S.E.22. Applications invited for appointment as SENIOR 
HOUSE OFFICER (general medical duties). Unit under 
direction of full-time Geriatrician ; association with a half-way 
house ; follow-up and pre-admission outpatient clinics ; facilities 
for investigations. Salary £745 a year, less charge for residence. 

Apply, giving age, qualifications, previous posts, with copy 

testimonials or names of referees, to Group Secretary, Dulwich 
Hospital, East Dulwich-grove, 8.E.22, by 28th March. 
ST. GEORGE’S HOSPITAL, S.W.1, AND ST. HELIER 
HOSPITAL. Applications are invited for the post of SENIOR 
REGISTRAR to the Department of Anrsthetics. This is a 
joint appointment between St. George’s Hospital, Hyde Park 
Corner, and the St. Helier Hospital, Carshalton. Candidates 
should hold the Diploma of Fellowship of the Faculty of Anss- 
thetists. This is a full-time appointment, non-resident except 
for certain emergency duties, and the successful candidate will 
be required to take up duty as soon after Ist May, 1957, as 
possible. The appointment is renewable up to 4 years of which 
1 year will be spent at St. George’s. 

Applications, stating age, education, qualifications, experience 
and the names of 2 referees should reach the undersigned not 
later than 30th March, 1957. 

st. George’s Hospital. P. H. ConsTaBLe, House Governor. 
ST. GILES’ HOSPITAL, Camberwell, 8S.E.5. House 
SURGEON (casualty duties, with some general surgical, E.N.T., 
and Eye beds). Recognised pre-registration post. 

Applications, with copy testimonials or names of referees, to 
Group Secretary, Camberwell Hospital Management Committee, 
Dulwich Hospital, East Dulwich-grove, 8.E.22. 

ST. JOHN'S HOSPITAL, Lewisham, London, 
(General—112 Beds.) HOUSE SURGEON 
lst April for 5 months. 

Applications to the Hospital Secretary. 

ST. MARY ABBOTTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. Applications are invited for appointment as 
REGISTRAR (obstetrics ani gynecology). Previous experience 
essential and preference given to candidates with a higher 
qualification. Post recognised for M.R.C.0.G. Candidates may 
visit the Hospital by arrangement. 

Applications (5 copies) to be submitted by 29th March, 1957, 
on forms obtainable from, and returnable to, Group Secretary 
Ge. 1), Fulham and Kensington Hospital Management Committee, 

, Collingham-gardens, 8. 5 
ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited for the post of Part-time OUTPATIENT SURGICAL 
ASSISTANT (graded Senior House Officer) for 3 notional half- 
days per week—Monday P.M., Wednesday A.M., and P.M. This 
appointment is designed for Me n or Women who have already 
passed their Primary F.R.C.S., and is ideally suited to those 
reading for the Final as a ince number of clinical cases are 
available ; it will be for a first period of 12 months as from a 
date to be arranged. 

Applications, stating nationality, date of birth, permanent 
address, qualificatious with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpITcH, House Governor, not later than 2nd April, 1957. 


should 


8.E.13. 
required from 





ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited from suitably qualified practitioners for the post of 
non-resident Whole-time REGISTRAR in General Medicine. 
The successful candidate will be required to undertake work 
in the Casualty and Outpatient Departments as well as having 
certain inpatient duties. The appointment will be for a first 
period of 12 months, with effect from 30th May, 1957. 
Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpbiTcH, House Governor. not later than 26th March, 1957. 


ST. THOMAS’S HOSPITAL, London, S.E.1. Registrar 
to the Department of Venereal Diseases for a period of 1 year 
in the first instance from Ist April, 1957, to carry out 8 half-day 
sessions per week. 

Applications, naming 2 2 referees, to the Clerk of the Governors 
by 30th March, 1957. 
ST. THOMAS’S HOSPITAL, London, 
HOSPITAL MEDICAL OFFICER to the 
Venereal Diseases for a period of 1 year in the first instance 
from Ist April, 1957, to carry out 8 half-day sessions per week. 

Applications, naming 2 referees, to the Clerk of the Governors 
by 30th March, 1957. 
WEST END HOSPITAL xi NEUROLOGY AND 
NEUROSURGERY, 91, Dean-street, W.1. Applications are invited 
for the post of SENIOR HOU “74 P HYSIe IAN (organic neuro- 
logy ) commencing Ist April, 195 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to be sent to 
Hospital Secretary by 20th March. 
WESTMINSTER HOSPITAL, St. John’s-gardens, 8.W.1. 
Applications invited for post of REGISTRAR in Obstetrics and 


S.E.1. Junior 
Department of 


Gynecology for 1 year in first instance from Ist May, 1957, 
or earlier. y : 
Applications (8 copies), with names of 2 referees, to House 


Governor by 30th March. 

WESTMINSTER HOSPITAL, St. John’s Gardens, S.W.1. 
Applications invited for post of SENIOR REGISTRAR to 
E.N.T. Department for 1 year in first instance from Ist July, 
1957. Candidates must be F.R.C.S8. and should hold the D.L.O. 

Applications (9 copies), with names of 2 referees, to House 
Governor, by 30th March. 

WHIPPS CROSS HOSPITAL, London, E.11. 
are invited for the post of HOUSE PHYSICIAN (general 
medicine), post- or pre-registration, vacant 5th May, 1957. 

Application forms from the Hospital Secretary, returnable 
by 25th March, 1957. 

WHIPPS CROSS HOSPITAL, London, £.11. Applica- 
tions are invited for the post of Pre-registration HOUSE SUR- 
GEON (general surgery), vacant now. 

Application forms from the Hospital Secretary to be returned 

by 25th March, 1957. 
WHITTINGTON HOSPITAL, London, N.19. Registrars 
(2) (whole-time) required for Obstetrical and Gynecological 
Departments (85 obstetrical and 48 gynecological beds). Posts 
vacant 4th April, 1957, and Ist June, 1957. Both posts recog- 
nised for M.R.C.O.G. in Obstetrics and Gynecology. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Sec- 
retary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, N.6, within 10 days. 

WOOLWIE€EH GROUP HOSPITAL MANAGEMENT COM- 


MITTEE. 

OBSTETRICAL HOUSE OFFICER, 
Mothers and Babies, Samuel-street, 
D.Obst.R.C.0.G, and M.R.C.O.G. 
Service. Vacant Ist May. 

HOUSE SURGEON (gynecology and obstetrics), Memorial 
Hospital, Shooters Hill, Woolwich. Recognised for M.R.C.O.G. 
(6 months gynecology). Small Obstetric Unit providing good 
experience. Vacant mid-April. 

Applications to Group Secretary, Memorial Hospital, 
wich, 8.E.18. 
ABERYSTWYTH, CARDIGANSHIRE. GENERAL HOS- 
PITAL., JUNIOR HOUSE OFFICER (surgical) required 
immediately. Resident. 

Applications, stating age and experience, &c., to the Group 
Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cards. 
ABERYSTWYTH, CARDIGANSHIRE. 
HOSPITAL. SENIOR HOUSE OFFICER (surgical) required. 
Post recognised for F.R.C.S. (Resident.) 

Applications, stating age and experience, &c., 

Secretary, Mid-Wales Hospital Management Committee, 31, 
North-parade, Aberystwyth, Cards. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Orthopedic Surgery at the Aberdeen 
toyal Infirmary as from Ist May, 1957. The post is non-resident, 
and applicants should have previous experience in general) 
surgery. 

Applications, giving details of qualifications and experience, 
with names of 2 referees, should be lodged with the Secretary, 
Aberdeen General Hospitals, P.O. Box No. 92, 62, Queen’s-road, 
Aberdeen, within 14 days of the appearance of this advertisement. 
ASCOT. HEATHERWOOD ORTHOPADIC HOSPITAL. 
Locum ORTHOPAZZDIC REGISTRAR required immediately. 

Applications, giving full details of experience and names 
of 2 referees, to Secretary. 

AYR COUNTY HOSPITAL, Ayr. 
peedics), pre-registration post, 


Applications 


i British Hospital for 
Woolwich. Recognised for 
Approved for Pre-registration 


Wool- 


GENERAL 


to the Group 





House Officer (Ortho- 
now! vacant. Offers wide experi- 
ence under Consultant supervision. Resident. Nationa] terms. 

Apply immediately Area Medical Superintendent, Balloch- 
myle Hospital, Mauchline (Tel. : Catrine 281), 
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ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. |. Required, 
RESIDENT HOUSE SURGEONS (Male) for general surgical 
luties, 6 months appointment, vacant: (1) 5th March and (2) 
Ist April, 1957 Preference given to pre-registration candidates. 
Applications, stating age, qualifications and experience, with 
opies of up to 3 recent testimonials, to Medical Director of 
Hospital 

ASHFORD HOSPITAL, Ashford, Middiesex. (560 Beds.) 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. 
SENIOR REGISTRAR in Radiology (whole-time, non-resident) 
required at above Hospital. Possession of a radiological qualifica- 
tion essential. Successful candidate required to work part- 
time at another hospital in the Group. Post vacant Ist April, 
1957. Hospital may be visited by direct appointment with 
Medical Director. 

Application forms obtainable from, and returnable to, Secre- 
tary, Staines Group Hospital Management Committee, Ashford 
Hospital, Ashford, Middlesex, by 26th March, 1957. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (general 
surgery) required at Ashton-under-Lyne General Hospital. 

Applications, with copies of 2 testimonials, to Group Secretary, 

Ashton-under-Lyne General Hospital, Ashton-under-Lyne, 
Lancs. 
BANGOR. CAERNARVON AND ANGLESEY GENERAL 
AND MINFFORDD HOSPITALS. Applications are invited for the 
non-resident post of JUNIOR HOSPITAL MEDICAL OFFICER 
to the E.N.T. and other special departments (dermatology, oral 
surgery, bronchoscopy clinic, &c.) at the above Hospitals. The 
successful applicant will be expected to reside within easy reach 
of both hospitals. Salary and conditions of service in accordance 
with Whitley Council agreements. 

Applications, stating age, nationality, qualifications, experi- 

ence, together with names and addresses of 2 referees, to be sent 
to the Group Secretary, Caernarvon and Anglesey Hospital 
Management Committee, Plas Gwyn, Ffriddoedd-road, Bangor, 
by not later than 30th March, 1957. 
BARNSLEY. BECKETT HOSPITAL. (174 Beds. 
nised for training for F.R.C.S.) SHEFFIELD REGIONAL HOSPITAL 
BOARD Whole-time SURGICAL REGISTRAR required. 
Married accommodation available. Appointment for 1 year in 
first instance 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 25th March, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. 
BARNSTAPLE. 
Beds.) HOUSE 
tion appointme ay ; the 


Recog- 


NORTH DEVON INFIRMARY. (105 
IRGEON required. Recognised pre-registra- 
post can be taken up immediately. 
Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
F.R.CLS Post offers exceptional opportunities for general 
experience in busy acute Surgical Units. 
Inquiries and applications, with copies of 2 recent testimonials, 
to Group Secretary. 3. Kimbolton-road, Bedford. 
BEVERLEY, YORKSHIRE. WESTWOUD HOSPITAL. 


229 acute beds.) ORTHOPAEDIC HOUSE SURGEON (first, 
second, or third post) vacant now. Offers good oppor- 
tunity for general experience in busy acute general hospital. 
Approved pre-registration post. qualified practitioners 


Fully 
may apply. Recognised for F.R.C.S. 
Apply Group Secretary 
BEVERLEY, YORKSHIRE. 
ASSISTANT PATHOLOGIST 
required in Area Laboratory. 
pathology. Salary £745. 
Detailed applications to Group Secretary. 
BRADFORD, YORKSHIRE. ST. LUKE'S HOSPITAL. 
SENIOR HOUSE OFFICER $ (anesthetics) required, vacant 
mid-March. Opportunities for plastic and intra-thoracic experi- 


WESTWOOD HOSPITAL. 
(Senior House Officer grade) 
Offers experience all branches of 


woe and recognised for D.A. & F.F.A.R.C.S 
Applications, stating age, nationality, qualifications and 
‘xperience with copy testimonials, to the Secretary, Pradford 


Royal Infirmary 

BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
HIRMINGHAM, 15. (215 Beds and 8 House Surgeons.) HOUSE 
SURGEONS (resident), vacant now and April. Hospital largest 
l'raumatic Unit in country and treats over 50,000 new patients 
each year. Recognised for purpose of Casualty by R.C.S.(Eng.). 
leaching programme by Consultant staff. 6 months appointment, 
some of which can be spent in 42-Bedded Medical Research 
Council's Barns Unit. 

Apply, naming 2 referees, to Administrator within 7 days. 

BIRMINGHAM (near), MARSTON GREEN MATER- 


NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMING- 
HAM. HOUSE SURGEON (obstetrics) required, vacant Ist May, 
1957. 121 obstetrics and 10 gynecological beds. Recognised for 


Premature Baby 


Diploma and Obstetric part of M.R.C.O.G. 
Medical School for 


Unit Hospital affiliated to Birmingham 
training of students. 

Detailed applications, with copies of 3 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 18 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR REGISTRAR in Ophthalmology Duties at 
North Staffordshire Royal Infirmary (455 Beds). Higher 
jualification/wide experience specialty essential. Resident 
or non-resident (3 miles radius of Hospital). Successful candidate 
may subsequently be required to spend not more than 2 years 
in a selected hospital of the United Birmingham Hospitals in 
accordance with the arrangements for the interchange of 
2 Boards. 

ation forms from Secretary, 10. Augustus-road, 
to be returned before Ist April, 1957. 


Registrars agreed between the 

Applic 

ngham, 15, 
54 


Birm- 





BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Mid-Worcester Group, Birmingham-road, Broms- 
grove, Worcester 
CASUALTY REGISTRAR required for Kidderminster and 
District General Hospital (112 Beds) also to deputise for Surgical 
Registrar. E xperience spec ialty essential. Higher qualification 
desirable. Resident or non-resident. 
(2) Stoke-on-Trent Group, Princes-road, Stoke-on- 
Trent 
REGISTRAR (E.N.T. 
Infirmary. Experience specialty 
resident. 
(3) Coventry Group No. 


surgery ) for North Staffordshire Royal 
essential. Resident or non 


20, Stoney Stanton-road, 


Coventry 
REGISTRAR (orthopredic and general surgery) for Manor 
Hospital, Nuneaton (125 Beds). Recognised F.R.C.S. Experi 


Furnished flat available 


ence specialty essential. Resident. 

Applications from Group Secretaries to be returned by 25th 
March, 1957. 
BIRMINGHAM, 13. SORRENTO MATERNITY HOS- 
PITAL. (106 Beds, including 24 premature baby cots. 
OBSTETRIC HOUSE SURGEON, Appointment recognised 
for D.Obst.R.C.0.G. Hospital affiliated to Birmingham Medice! 


School for training of students. 

Applications for the above post, 

Obstetrician, Sorrento Maternity 
27th March. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN'S HOSPITAL, Ladywood-road, BIRM- 
INGHAM, 16. Applications are invited for the appointment of 
RESIDENT SENIOR HOUSE OFFICER to work in the 
Clinical Pathological Department, vacant 12th June, 1957, 
for 1 year. Applicants should have he ld resident appointments 
in a children’s hospital or a children’s departme ry of a general 
hospital. 

Forms of application may be obtained from the House 
Governor and should be returned to him by 6th April, 1957. 

G. A. PHALP, Secretary to the Board of Governors. 
BISHOP AUCKLAND, co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required. Recognised 
pre-registration post. 

Apply, naming 2 referees, to K. G. T. 
Secretary, at the above address. 
BLACKPOOL VICTORIA HOSPITAL. (353 Beds.) House 
OFFICER ic surgery). Resident pre-registration post 
recognised for F.R.C.S. available from Ist April, 1957. In the 
main acute general hospital serving the Blackpool and Fylde 
area. 

Applications, stating age, experience (if any) and giving the 
names and addresses of 2 referees, should be sent to the Hospital 
Secretary. 

BOURNEMOUTH AND EAST DORSET GROUP OF 
HOSPITALS. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Anesthetics for the above Group with duties 
including the Christchurch Hospital. This is a new post which 
will become available in April, 1957, and is consequent upon the 
opening of 56 surgical beds at Christchurch Hospital. The post 
is tenable for 1 year in the first instance and applicants should 


1957, to the 
later than 


vacant Ist May, 
Hospital, not 


LUXFORD, Group 





have had considerable experience in anasthesia. It will be an 
advantage if the successful candidate is willing to be resident at 
1 of the hospitals. 


Forms of application are obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hospital, 
Gloucester-road, Boscombe, Bournemouth, and should be 
returned to him not later than 20th March, 1957. 
BOURNEMOUTH AND EAST DORSET GROUP OF 


HOSPITALS. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Locum REGISTRAR in Anesthetics required for the 
above Group from Ist April. tesidential accommodation 


Group. 
Hospital Management 
Gloncester-road, 


available at 1 of the hospitals in the 
Applications to the Group Secretary, 
Committee Office, Royal Victoria Hospital, 
Boscombe, Bournemouth. 
BOURNEMOUTH (near). CHRISTCHURCH HOS- 
PITAL, HAMPSHIRE. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
appointment of RESIDENT HOUSE SURGEON (pre-regis- 
tration intern) for general surgery at the above Hospital of 340 
Beds which includes a new Surgical Unit of 56 Beds. This isa 
new appointment becoming available at the end of March. The 
successful applicant will be required to attend surgical out 
patient sessions at the Royal] Victoria Hospital. Boscombe. 
Applications to the Hospital Secretary, Christchurch Hospital 
BRENTWOOD, ESSEX. WARLEY HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. The Hospital 
is situated within easy reach of London by main line electric 
service and bus. There are over 2000 Beds and a wide experience 
of all types of mental disorders (including the neuroses) can 
be obtained. All modern treatments are carried out, including 
psychosurgery. Visiting Consultants in other specialties attend 
regularly. Teaching by senior staff and facilities for attending 
postgraduate courses are provided ; also experience of out- 
patient clinics. Regular clinical meetings are held. The successful 
applicant will work under the direction of a Consultant Psychia- 
trist. The post is resident and a modern unfurnished house is 
available. Salary in accordance with Whitley Council. 
Applications, stating age, experience and qualifications, 
should be sent to the Physician-Superintendent, with the names 
of 2 referees. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
SENIOR CASUALTY OFFICER (Junior Hospital Medica! 
Officer), non-resident, required at the above Hospital. Vacant 
now. Recognised for F.R.C.S. 
Applications, stating usual particulars and the names of 2 
referees, to the Administrative Officer. 
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BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(812 Beds.) HOUSE SURGEON required immediately. 
Recognised for pre-registration and F.R.C. 

Applications, stating usual particulars ond naming 2 referees, 
to the Administrative Officer. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) 2 HOUSE PHYSICIANS reqyired beginning of 
April and May. Pre-registration. 

Applications, stating usual particulars, and naming 2 referees, 


to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 


(312 Beds.) 1 HOUSE SURGEON required mid-April. 
nised for pre-registration and F.R.C. 

Applications, stating usual partic a and naming 2 referees, 
to the Administrative Officer. 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) BRIGHTON AND LEWES 
HOSPITAL MANAGEMENT COMMITTEE. Vacancies for HOUSE 
PHYSICIAN and HOUSE SURGEON for 6 menths from 
24th April and 7th May, 1957, respectively. Both posts offer 
wide experience in pediatrics and are recognised for D.C.H. 
That of House Surgeon is open to pre-registration candidates. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of recent testimonials, to be sent 
to the Administrative Officer as soon as possible. 
BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE GROUP HOSPITALS. SENIOR HOUSE OFFICER 
for duties in the E.N.T. Department of the above Greup (78 
Beds), vacant mid-March. Recognised for F.R.C.S. and D.L.O. 

Applicutions, with details of experience, &c., together with the 
names of 2 referees, to be sent to the Administrative Officer, 
Royal Sussex County Hoapital, 7 


Recog- 


Brighton. 7. 
BROMSGROVE GENERAL HOSPITAL. (423 Beds.) 
Applications are invited for the pre-registration post of HOUSE 
SURGEON at the above Hospital. 

Applications, with the names of 3 referees, 
Secretary. 

BROMSGROVE GENERAL HOSPITAL, Worcestershire. 
(423 Beds.) Applications are invited for the pre-registration 
post of Locum HOUSE SURGEON at the above Hospital. 

Applications, with the names of 3 referees, to the Hospital 

Secretary. 
BROXBURN, WEST LOTHIAN. BANGOUR GEN- 
ERAL HOSPITAL. (15 miles from Edinburgh.) Applications are 
invited for the appointment of SENIOR HOUSE OFFICER 
in the Ophthalmic Unit (32 Beds) at Bangour General Hospital, 
Broxburn, which is associated with the Ophthalmic Unit of the 
Royal Infirmary, Edinburgh. Salary and conditions of service 
will be in accordance with the regulations. 

Applications, giving age, qualifications and particulars of 

previous experience, should be lodged with the Group Secretary 
and Treasurer, Board of Management, Bangour Hospital, 
Broxburn, West Lothian. 
BURTON-ON-TRENT (near). BRETBY HALL ORTHO- 
PEDIC HOSPITAL. (78 available orthopedic beds.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (orthopedics) required for inpatient and operative work 
with children and adults. Attractive house or quarters available. 
Duties include certain outpatient responsibilities at Derbyshire 
Royal Infirmary. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 25th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
BUXTON. DEVONSHIRE ROYAL HOSPITAL. (252 
Beds.) Applications are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER. This Hospital is a large Special 
Hospital for the treatment and rehabilitation of all types of 
locomotor disorders Duties are mainly medical and include 
work in the long-stay unit of the Manchester University 
Rheumatism Research Centre. The Hospital is recognised 
under the regulations for the Diploma in Physical Medicine, 
Part 2, and the post also offers guod medical experience. 

Applications, stating age, experience, and qualifications, 
together with the names of 2 persons for reference, to be addressed 
to the Secretary, Stockport and Buxton Hospital Management 
Committee, 59R, Shaw-heath, Stockport. 

CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
(731 Beds.) SENIOR HOUSE OFFICER to the Obstetric 
and Gynecology Department (75 obstetrical and 60 gyneco- 
logical beds). Post vacant end of April. Appointment for 6 


to the Hospital 


months, with possibility of renewal for further 6 months. Post 
recognised for both obstetrics and gynecology for the M.R.C.O0.G, 
Applications, giving age, qualifications and experience, and 


names and addresses of 2 re.erees, together with recent testi- 


monials, to the Group Secretary at above address, by 30th 
March. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 


Applications are invited for the appointment of REGISTRAR 
in Anesthetics, to commence as soon as possible. The successful 
candidate will work as a member of the Department of Anesthe- 
tics. partly in the teaching hospitals and partly in other hos- 
pitals in the area. Duties may include undergraduate teaching 
and assisting with research. 

Application forms are available from the Secretary 
Board, at the Cardiff Royal Infirmary, Newport-road, 
and should be returned not later than 31st March. 
CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of REGISTRAR 
in Orthopeedics at the Cardiff Royal Infirmary, with effect from 
23rd May, 1957. 

Application forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 


to the 
Cardiff, 





CARDIFF (near). CAERPHILLY AND DISTRICT 
HOSPITAL. (226 acute general beds.) HOUSE SURGEONS 
(2 appointments), now vacant. Preference given to pre-registra- 
tion candidates. The posts are recognised by the Royal College 
of Surgeons. 6 miles from the teaching Hospital at Cardiff. 
Apply to Group Secretary, address as above. 

CANTERBURY (near). ST. AUGUSTINE'S HOSPITAL, 
CHARTHAM, near CANTERBURY. JUNIOR HOSPITAL MEDICAL 
OFFICER (Male or Female) required at this Mental Hospital. 
Salary scale £775-€1075 p.a. Single accommodation is available. 
The post offers experience in all branches of psychiatry. including 
all forms of modern treatment and outpatients clinics. The 
Hospital has a high admission-rate and is recognised for the 


ta 


Apply to the Physician-Superintendent. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) E.N.T. AND EYE DEPARTMENTS. SENIOR 
HOUSE OFFICER. Salary £745 p.a. Post vacant end of 
March, 1957. Approved for F.R.C.S. and special diplomas. 


Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CHELMSFORD. ST. JOHN'S HOSPITAL. House 
PHYSICIAN (pre-registration, first, second or third appoint- 
ment), Male or Female, to commence 25th March, 1957. 

Applications, stating age, nationality, qualifications and 
experience, together with recent testimonials, should be received 
not later than 18th March by the Secretary, Group Hospital 
Management Committee, Chelmsford and Essex Hospital, 
London-road, Chelmsford. 

CHELTENHAM GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from Male and Female 
practitioners for the appointment of SENIOR HOUSE 
OFFICER ANAESTHETIST which will be vacant immediately. 
Salary and conditions of service in accordance with Whitley 
Council regulations. 
Applications, with names of referees and full details, to- 
STANLEY T. Davis, Group Secretary. 

General Hospital, Cheltenham. 

CHELTENHAM MATERNITY HOSPITAL. Cheltenham 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited from registered medical practitioners for the appointment 
of RESIDENT OBSTETRIC OFFICER. The Hospital which 
is recognised for the purpose of training for the D.Obst.R.C.O.G. 
has 50 Beds and deals with the majority of abnormal midwifery 
cases in North East Gloucestershire. The appointment is for a 
period of 6 months and the salary will be £425, £475, or £525 p.a., 
less £125 in respect of residential emoluments. The appointment 
will be vacant on 6th April, 1957. 

Applications, stating age, qualifications, and experience and 

accompanied by copies of 3 recent testimonials, should be sent 
to the Secretary, Cheltenham Group Hospital Management 
Committee, General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL. 
(430 Beds.) Applications are invited for the post of SENIOR 
MEDICAL REGISTRAR. The Hospital may be visited by 
arrangement with Physician-Superintendent (Tel. : Ottershaw 
441). 

Application forms can be obtained from the Group Secretary, 
Woking and Chertsey Hospital Management Committee 


* Huntington,”’ Guildford-road, Chertsey. Closing date 30th 
March. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 


(202 acute beds.) RESIDENT HOUSE SURGEON required for 
6 months appointment. National salary scale for first, second, or 
third posts. Post approved for pre-registration prac titione rs. 
Also recognised for F.R.C. 7 residents including Resident 
Surgical Officer and 3 natn Surgeons. Vacant immediately. 

Apply to Senior Administrative Officer. 

COLCHESTER HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited for :— 
Black Notley Hospital. Braintree (516 Beds) 

Post of ORTHOPACVIC HOUSE OFFICER. Duties incinde 
care of cases from London Hospital Orthopredic Department. 
First, second, third or ‘ren post, tenable for 6 months. 
Recognised for F.R.C.S. 

Essex County Hospital, Colchester (185 Beds) 

Post of SENION. HOUSE OFF ICER to Casualty and E.N.T. 
Departments. Post tenable for 6 months or 1 year. Reco; 
for F.R.C.S. 

Clacton and District Hospital (58 Beds) 
OFFICER (Resident Surgical 


Post of SENIOR HOUSE 
Officer). Post tenable for 1 year. 

Applications, with copies of 3 testimonials, to Group Secretary, 
Colchester Hospital Management Committee, 14, Pope’s-lane, 
Colchester, Essex. 

CUCKFIELD HOSPITAL, Cuckfield, near Haywards 


HEATH, SUSSEX. MID-SUSSEX HOSPITAL MANAGEMENT COMMITTEE. 

(a) SENIOR HOUSE SURGEON 

(b) JUNIOR HOUSE SURGEON ‘(pre-registration ). 

Both posts vacant on 16th April. Junior post tenable 6 months. 

Applications, stating age, nationality, full details of qualifica- 
tions and experience, with names of 2 referees, to Group Secretary. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
(160 Beds.) Applications are invited for the post of HOUSE 
SURGEON. The post is recognised for pre-registration purposes, 
and becomes vacant in mid-March, 1957. 4 residents on staff. 
Salary £425-£475 according to experience. 

Applications, enclosing copies of 2 recent testimonials, to the 
Secretary, Noble’s Hospital, Douglas, Isle of Man. 
DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL (247 Beds.) HOUSE SURGEON (first, second, or 
third post), required now. Casualty, general surgery, ortho- 
piedics, and some gynecology. Approved pre-registration post. 
Fully qualified practitioners may apply. 

Apply Group Secretary, Westwood 
Yorkshire. 


Hospital, Beverley, 
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WESTERN HOSPITAL. (178 Beds. 
Recognised forthe D.Obst. R.C.0.G. and M.R.C.O.G, ). SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required. Appointment for 
Ll year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 25th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
DONCASTER. WESTERN HOSPITAL. (Recognised 
under the regulations for the D.Obst.R.C.0.G. and M.R.C.0O.G. 
(obstetrical experience) and approved for Pre-registration 
Service under the Medical Act, 1950.) Applic ae are invited 
for the post of OBSTETRICAL HOUSE OFFICER (Senior 
House Officer or pre-registration post), vacant dl May. 

Applications should be forwarded to the Group Secretary, 

Doncaster Hospital Management Committee, at Doncaster Royal 
Infirmary by 27th March. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Psychiatry, Fulbourn Hospital and Adden- 
brooke’s Hospital, Cambridge. Joint appointment by Regional 
Hospital Board and Board of Governors of United Cambridge 
Hospitals. Trainee post which provides full facilities for clinical 
work with all types of patients and study for D.P.M. The suc- 
cessful candidate will work initially at Fulbourn Hospital and 
later also undertake duties at Addenbrooke's Hospital. Appoint- 
ment for 1 year, renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 25th March, 1957. Candi- 
dates invited to visit Hospital by direct arrangement with the 
Medical Superintendent, Fulbourn Hospital 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT PAEDIATRIC HOUSE PHYSICIAN for above 
Hospital. Post vacant 7th May, 1957. Recognised for pre- 
registration and D.C.H. purposes. 

Applications, stating age, qualifications and experience, and 
enclosing copies of 3 recent testimonials, to Medical Director 
of Hospital by 30th March, 1957. 

EDINBURGH NORTHERN HOSPITAL GROUP. House 


DONCASTER. 


SURGEON required for Urological Unit, Western General 
Hospital, commencing on Ist April, 1957. 

Applications, with names and addresses of 2 referees, to the 
Medical Superintendent, Western General Hospital, Edin- 


burgh, 4. 


EDINBURGH. PRINCESS MARGARET ROSE HOS- 


PITAL. Applications are invited from registered medical practi- 
tioners and pre-registration graduates for the appointment 
of RESIDENT HOUSE SURGEON for 6 months, commencing 
ist April, 1957. National Health Service scale 


Applications, stating age, qualifications and experience and 

the names of 2 referees, to be sent immediately to the Secretary, 
1, Rillbank-terrace, Edinburgh, 9. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. RESI- 
DENT HOUSE PHYSICIAN (third post), vacant 8th May, 
1957. General medical duties. 6 months appointment. 

Applications with the names of 2 referees, to the Secretary, 
Enfield Group Hospital Management Committee. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
SENIOR HOUSE OFFICER for Casualty duties required 
15th May, 1957. Non-resident post, but may very occasionally 


be required to sleep in, on duty. Recognised by the Royal 
College of Surgeons for the Final Fellowship examination. 
12 months appointment. Hours 9 A.M.-5.30 P.M., Monday 


Friday 9 A.M.-1 P.M. Saturday. 

Applications, with the names and addresses of 2 referees, to 
the Group Secretary, Enfield Group Hospital Management 
Committee, Chase Farm Hospital. 

GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. HOUSB SURGEON 
(Male or Female) require d imme diate ly. This is a pre-registra- 
tion post. Salary £425, £475 or £525 p.a. according to experience 

less deduction for bos ss residence Membership of a Medic ai 
Defence Society is a condition of appoint ment. 

Applications, stating age, qualifications and experience 

names of 2 referees, to Hospital Secretary. 
GRIMSBY GROUP OF HOSPITALS. Sheffield Regional 
HOSPITAL BOARD, Whole-time RESIDENT or NON-RESIDENT 
REGISTRAR (obstetrics and gynecology) required. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 25th March, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(233 Beds.) RESIDENT HOUSE SURGEON required for 
general surgery. Post is vacant on 15th April and tenable for 6 
months. It is approved for pre-registration practitioners and 
recognised for the F.R.C.S. examiaetion. 

Applications, 3 





with 


with copies of 3 testimonials, should be sent to 
the Hospital Secretary as soon as possible. 
QUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
233 Beds.) HOUSE SURGEON for Orthopredic and Traumatic 
Unit. The post is tenable for 6 months from L5th April and is 
recognised for the F.R.C.S. examination and open to pre-registra- 
tion candidate rhe unit deals with many traumatic cases. 
Applications. with copies of 3 testimonials, should be sent to 
the Hospital Secretary 


QGLASGOw. VICTORIA HOSPITALS BOARD OF 
MANAGEMENT SENIOR HOUSE OFFICER for duties mainly 
in the Thoracic Unit at Mearnskirk Hospital, Newton Mearns, 
near Glasgow 


referees, to the Secretary, 


Applications, with names of 3 
Hospitals, 24, 


Board of Management for Glasgow Victoria 
St. Vineent-place, Glasgow, C.1 
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GLASGOw. VICTORIA HOSPITALS BOARD OF 
MANAGEMENT. E.N.T. SENIOR HOUSE OFFICER required 
(resident Mearnskirk Hospital, Newton Mearns, near Glasgow) 
with duties at Mearnskirk Hospital and the Victoria Infirmary, 
Glasgow. 

Applications, with names of 3 referees, to the Secretary, Board 

of Management for Glasgow Victoria Hospitals, 24, St. Vincent 
place, Glasgow, C.1. 
GAINSBOROUGH. JOHN COUPLAND HOSPITAL. 
(40 Beds.) LINCOLN NO. 1 HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER which will become vacant on Ist April, 1957. The 
Hospital has a number of both medical and surgical beds. 
Salary is in accordance with Junior Hospital Medical Officer 
grade of the terms laid down for hospital medical and dental 
staffs. Married quarters are available. 

Applications, giving full particulars, should be forwarded as 
soon as possible to R. W. Howick, Group Secretary. 

County Hospital, Lincoln. 

HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds. ) REGISTRAR in Obstetrics required. Whole-time 
resident post, tenable for 1 year in first instance. 

Application forms obtainable from, and returnable to, Hospital 
Secretary by 26th March. 

HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
RESIDENT HOUSE SURGEON required. Post vacant 15th 
April, 1957. Recognised as pre-registration post and for F.R.C.S. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator. 
HORNCHURCH. ST. GEORGE’S HOSPITAL, Ingre- 
BOURNE CENTRE. Temporary PSYCHIATRIC REGISTRAR 
required at above Neurosis Unit. Mental Hospital experience 
essential. Candidate should be specially interested in short- 
term psychotherapy and social psychiatry. Further informa- 
tion may be obtained from the Hospital which may be visited 
by arrangement (Tel. : Hornchurch 4181). 








Applications, stating names of 2 referees, should be sent 
to Group Secretary, Oldchurch Hospital, Romford. 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 


tesident Medical Ofticers.) Pre-registration HOUSE SURGEON 
(with casualty duties) ae Ist April, 1957, for 6 months. 
Post is recognised for F.R.C Salary £425-—£525, less £125 p.a. 
for residential emoluments. 
Applications, stating age, 
ence, together with names and addresses of 2 referees, 
Administrative Officer. 
HUDDERSFIELD. ST. LUKE’S HOSPITAL. (252 Beds.) 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical] Officer grade) at the above 
Hospital, to commence duties on 25th March, 1957. The Hospital 
eaters for chronic sick, children, maternity and acute medical 
and surgical patients. Salary in accordance with the terms and 
conditions of service for hospital medical and dental staffs, 
£775-£50-£1075. House available for married candidate. 
Applications, together with copies of 3 recent testimonials, to 
be sent to the undersigned as soon as possible. 
H. J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required commencing duties immediately. The 
post is recognised as a pre-registration appointment and for the 
F.R.C.S. Salary in accordance with national scale. 
Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 
J. JOHNSON, Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HULL. KINGSTON GENERAL HOSPITAL. 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. 


qualifications, full details of experi- 
to the 


(419 Beds.) 
HOUSE 


SURGEON (pre-registration post), resident, and tenable for 
6 months. This post includes gynzcology, E.N .T., and general 
surgery. 

Applications, with 2 recent testimonials, to the Hospital 


Secretary. 

HULL. KINGSTON GENERAL HOSPITAL. (419 Beds.) 
HULL A GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE SURGEON (recognised for the F.R.C.S. examinations ) 
There are 69 general surgical beds and some supervision is 
required of 17 gynecological beds. Salary £745, less emoluments. 


Post vacant Ist April. 

Applications, with 2 recent testimonials, to the Hospital 
Secretary. 
HERTFORD COUNTY HOSPITAL. (173 Beds. Hospital 


miles from London.) RESIDENT CASUALTY 
(Senior House Officer grade) with attachment to 
Salary £745 3 a., less 
F.R.C.S. 


situated 21 
OFFICER 
Prediatrician and Ophthalmic Consultant. 
£150 p.a. residential emoluments. Recognised under 
regulations. Appointment to commence immediately. 

Apply, with full details and references, to Group Secretary, 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. 


HEMEL HEMPSTEAD. WEST HERTS HOSPITAL 


AND ST. PAUL'S HOSPITAL. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. MEDICAL REGISTRAR required for the 
above Hospitals, which may be visited by direct appointment 


Post vacant middle May. 
Application form obtainable from, and returnable to, the 
Secretary, West Herts Group Hospital Management Committee, 


9, Rickmansworth-road, Watford, Herts, by not later than 
10 days after the appearance of this advertisement. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. WEST 


HERTS HOSPITAL. HOUSE SURGEON (pre-registration 
required 
Applications, 


monials, should be 


giving full details and copies of recent testi- 
sent to the Hospital Secretary at once. 











THE LaANceET] 


THE LANCET GENERAL ADVERTISER 


[Marcu 16, 1957 





west 
required 


HEMEL HEMPSTEAD, HERTFORDSHIRE. 
HERTS HOSPITAL. Locum REGISTRAR (surgery) 
3rd April—29th May, 1957. 

Applications to the Hospital Secretary. 
HAREFIELD HOSPITAL, Harefield, Middlesex. Applica- 
tions are invited for the pre-registration post of HOUSE 
SURGEON to the general wards at the above,Hospital. Vacant 
immediately. 

Applications, with copies of 2 testimonials, to the Medical 

Director of the Hospital. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON tothe Fracture and Orthopiedic 
Department, vacant on Ist May, 1957. The post is graded Senior 
House Officer and is recognise ‘d for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 Be ds and a large 
outpatient attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to the Hospital Sec re tary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Senior Consultant General Surgeon, 

vacant on 21st April, 1957. The post is recognised for pre- 
registration and for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, 

Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of CASUALTY OFFICER (senior House Officer grade), vacant 
on Ist May, 1957. The post is recognised for the F.R.C.s. 
examination. 

Applications, stating age and nationality, together 
of recent testimonials, to Hospital Secretary. 
IPSWICH. ST. HELEN’S HOSPITAL. (100 Beds for 
infectious diseases, pulmonary tuberculosis, and long-stay 
orthopedics. The area Chest Clinic is in the Hospital.) HOUSE 


to Hospital 


with copies 


PHYSICIAN required (post-registration appointment). Accom- 
modation available for married man. 
Applications to JOHN WILLIAMS, Group Secretary, Ipswich 


Group Hospital Management Committee, at the Ipswich and 
East Suffolk Hospital (Anglesea Road Wing), Ipswich. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
in Obstetrics and Gynecology. 1 year in first instance, post 
vacant April. Hospital may be visited by direct appointment. 
Application forms obtainable from, and returnable to, Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee, West Middlesex Hospital, Isleworth, by 25th March. 


ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. Locum 
Tenens SENIOR MEDICAL REGISTRAR required from 
6th May, 1957, to 31st August, 1957, for large busy Acute 
General Medical Unit. Candidates must be members of Royal 
College of Physicians. Applicants may visit Hospital by appoint- 
ment. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to Medical Director, West 
Middlesex Hospital, Isleworth, by 2nd April. 

KENDAL. WESTMORLAND COUNTY HOSPITAL. 
(82 Beds.) RESIDENT SENIOR HOUSE OFFICER (medic al). 
Duties include the care of acute cases under the supervision of 2 
Consultant Physicians, and attendance at Consultative (¢ Tinies. 
The post is vacant now and is tenable for 1 year. 

Applications, with full particulars and names of 2 referees, 

to be addressed to Group Secretary, Royal Lancaster Infirmary, 
Lancaster. 
KIDDERMINSTER AND DISTRICT GENERAL HOS- 
PITAL. (112 Beds.) Applications are invited for the pre- 
registration post of HOUSE SURGEON at the above Hospital. 
Post vacant mid-April. 

Applications, with the names of 3 referees, 

Secretary. 
KNARESBOROUGH. SCOTTON BANKS HOSPITAL, 
Ripley-road, KNARESBOROUGH. HARROGATE AND RIPON HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of JUNIOR HOSPITAL MEDICAL OFFICER at the above 
Tuberculosis Hospital of 303 Beds. Resident accommodation 
available for married or single person. Salary will be at the 
appropriate position on the scale £775—-£50-£1075 with a 
deduction for board and lodging if resident. 

Applications, giving details of age, qualifications and experi- 
ence, together with the names and addresses of 3 referees, to be 
forwarded to the Medical Superintendent at the above Hospital. 


LIVERPOOL, 9. WALTON HOSPITAL. Post vacant as 
SENIOR HOUSE OFFICER in Regional Neuro-surgical Unit. 
Term of 1 year, renewable. 

Send applications, with details of experience, qualifications, 

age, and names of 2 refe ween, to Physician-Superintendent, 
Walton Hospital, Liverpool, 
LLANELLY HOSPITAL, Cheaalty. (164 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the appointment of JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Surgical Unit of 75 Beds. The post offers excellent 
experience in general surgery and the Hospital is recognised 
under the F.R.C.S. regulations. 

Full particulars, stating age, experience and qualifications, 
together with copies of 2 recent testimonials, should be forwarded 
to the Hospital Secretary. t. me JONES, Group Secretary. 


LLANELLY HOSPITAL, Lianelly. Free Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. plications are invited 
for the appointment of SENIOR HOUSE OFFICER in the 
Casualty Department of the above Hospital. 

Full particulars, stating age, experience, and qualifications, 
together with copies of 2 recent ae should be forwarded 
to the Hospital Secretary. . JONES, Group Secretary. 


to the Hospital 





LEICESTER HOSPITALS. Sheffield Regional Hospital 
BOARD. Whole-time NON-RESIDENT REGISTRAR (anes- 
thetics) required to work at hospitals in the area of the Leicester 
Nos. 1 and 2 Hospital Management Committee Groups, the 
principal hospitals being the Leicester Royal Infirmary, the 
Leicester General Hospital, and the Leicester Isolation Hospital 
and Chest Unit. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board. Old 

Fulwood-road, Sheffield, by 25th March, 1957, giving age. 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of HOUSE 
SURGEON. 6 months appointment. Post vacant now. 
Salary at the rate of £425-£525 p.a. <A deduction at the 
rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 

Administrative Officer at the Hospital. 
MALVERN. ST. WULSTAN’S HOSPITAL. (230 Beds.) 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer) required. Good experience in modern treatment of 
pulmonary tuberculosis. Work mainly Hospital 
has own Thoracic Surgical Unit. 

Applications to Physician-Superintendent. 

MANSFIELD (near). RANSOM HOSPITAL, Rainworth. 
near MANSFIELD. (205 Beds.) SHEFFIELD REGIONAL HOSPITAL 
BOARD. Whole-time REGISTRAR (chest diseases) required 
for the Hospital. Experience also available in chest clinic work 
and non-tuberculous chest diseases. A flat is available. 
Appointment for 1. year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield. by 25th March, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the post of SENIOR HOUSE OFFICER to the 
Geriatric Department which will become vacant in April, 1957 
(resident or non-resident). Duties are primarily in the active 
medical wards. Excellent experience is available in the unit 
which has been developed’ on modern lines and has available 
full general hospital facilities. 

Applications, stating age, qualifications, present post, experi- 

ence and the names of 2 referees, to be forwarded to the Group 
Secretary at the Hospital immediately. 
MANCHESTER, 9. BOOTH HALL CHILDREN’S HOS- 
PITAL. (380 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
(resident) required for Regional Burns Unit (45 Beds for severe 
burns and scalds). Post vacant. £170 deducted for full 
emoluments. 

Applications, 
be sent to Group Secretary, from 
may be obtained. 
MANCHESTER. BOOTH HALL CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 
D.C.H.) HOUSE OFFICER (surgical), pre- or post-registration. 
Dutie s mainly general surgery and neurosurgery. Post vacant 
on Ist April. 

Applications, with usual particulars and copies of 2 recent 

testimonials, to the Group Secretary. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are imvited for the whole-time post of REGISTRAR 
in Chest Diseases in the Ashton, Hyde and Glossop Group and 
Oldham and District Group of hospitals. The post offers wide 
experience in both outpatient clinics and pulmonary hospitals 
Residential accommodation may be arranged. 

Applications to the Group Secretary, Ashton, Hyde and 
Glossop Hospital Management Committee, Ashton-under-Lyne 
General Hospital, Ashton-under-Lyne, Lancashire. 


MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of MEDICAL REGISTRAR in the 
Rehabilitation Unit and Department of Physical Medicine at the 
Devonshire Royal Hospital, Buxton. The post offers excellent 
opportunity in research and the Hospital 's recognised for the 
Diploma in Physical Medicine. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, to be forwarded to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59RB, Shaw-heath, Stockport. 


MANCHESTER REGIONAL HOSPITAL BOARD invites 
applications for the post of REGISTRAR in Anesthetics. The 
main duties will be with the Stockport and Buxton Hospital 
Management Committee, with some duties in the Macclesfield 
and District Hospital Management Committee Group. The post 
is recognised for the D.A. and F.F.A.R.C.S., and would suit a 
candidate wishing to study for higher qualification. 
Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to be addressed to the 
Secretary, Stockport and Buxton Hospital Management Com- 
mittee, 59B, Shaw-heath, Stockport. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of OBSTETRICAL HOUSE SURGEON to a 
maternity unit operating temporarily in the Whitworth Park 
Branch of the above-named Hospital, vacant Ist June, 1957. 
The post is supernumerary to the establishment recognised for 
training purposes by the Royal College of Obstetricians and 
Gynecologists. Previous obstetrical experience is desirable. 
An opportunity exists for a limited amount of gynecological 
training during tenure of the post. National scale. 
Application forms, which may be obtained from the under- 
signed, to be returned not later than Ist April, 1957. 
R. Wisk, General Superintendent. 
Whitworth Park, Manchester, 13. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of SENIOR HOUSE OFFICER in’ Obstetrics 
vacant Ist June, 1957. Applicants must have had previous 
hospital experience in general medicine and surgery, and in 


obstetrics. The post is recognised for the purposes of the 
M.R.C.O.G, examination The duties involve clinical responsi 
bility for mothers and babies and supervision of the work of 
pre-registration House Officers is also included. The appoint 
ment is for 12 months National scale. 


Application forms may be obtained from the undersigned and 
returned not later than Ist April, 1957. 
A. R. Wise, General Superintendent. 


Whitworth 


Saint Mary’s Hospitals Park, Manchester, 13. 
MANCHESTER, 23. WYTHENSHAWE HOSPITAL. 
4OUTH MANCHESTER HOSPITAL MANAGEMENT COMMITTEF. Appli 
ations are invited for the post of SENIOR HOUSE OFFICER 
B.N.T.). This post is recognised by the toyal College of 
Surgeons of England as a Senior House Officer (E.N.T.) post. 

Applications, stating age, qualifications, present post, experi 


names of 2 referees, to be forwarded to the 
Secretary, Withington Hospital, Manchester, 20, 
of the appearance of this advertisement. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Special 
AREA OF CUMBERLAND AND NORTH WESTMORLAND. REGISTRAR 
in Ophthalmology Main duties at the Cumberland Infirmary, 
Carlisle, also duties at the Dumfries and Galloway Royal 
Infirmary Single accommodation at Cumberland Infirmary 
Applications, with names of up to 3 referees, to Senior 
Administrative Medical Officer, 72, Warwick-road, Carlisle, 
within 14 days 
NEWCASTLE REGIONAL HOSPITAL BOARD. 
REGISTRAR OPHTHALMOLOGIST (whole-time), Tees-side 
Group of hospitals—North Riding Infirmary (114 Beds). Post 
recognised for D.O. examination. Single accommodation 
available. 


Group 


within 7 days 


ence and 


REGISTRAR SURGEON (whole-time) to Gateshead Group 
of hospitals—Queen Elizabeth 176 Beds: Bensham General 
230 Beds Post recognised for F.R.C.S. Single accommoda- 


tion available 
REGISTRAR PATHOLOGIST (whole-time), Newcastle 
upon Tyne Group of hospitals——Newcastle General 838 Beds. 
A large new Institute of Pathology includes hospital laboratory, 
M.R.C. laboratory and Regional Blood Transfusion Centre. 
Applications, with names and addresses of eferces, to 


Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 

NEWCASTLE. THE UNITED NEWCASTLE UPON 
TYNE HOSPITALS. Applications are invited from registered 


medical practitioners for the appointment of HOUSE SURGEON 
to the E.N.T. Department at the Royal Victoria Infirmary. 
rhe appointment is for the period to 6th July, 1957, and will be 
subject to the terms and conditions of service of hospital medical 
staff in the National Health Service 

Applications, giving full details and the names and addresses 
of 2 referees, should be sent to the undersigned within 2 weeks 
of the appearance of this advertisement. 

: SANDERSON, House Governor and Secretary 

Royal Victoria Intirmary, Newcastle upon Tyne. 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Vacancies Ist April, 1957, for the following 

as SE OFFICER $ (general surgery) 

.R.C.S. and pre-registration. 
HOI SE OFFICER (Dermatological 
borough Road Hospital). 

Both 6 months appointments in first instance. 

Applications, enclosing copies of 3 testimonials, as soon as 
possible, to S. G. HILL, Superintendent. 
NORTHAMPTON (near). CREATON HOSPITAL. 
Applications are invited for the post of HOUSE OFFICER, 
which is recognised as a pre-registration medical appointment. 
The Hospital has 138 Beds and is for the treatment of both 
pulmonary and non-pulmonary tuberculosis. There is a new 
major Thoracic Surgical Unit for tuberculosis and non-tubercu- 
losis diseases of the chest. 

Applications, stating age, 
together with the 


Recognised for 


Department) (Har- 


experience and qualifications, 
names and addresses of 2 referees, should be 
sent to the Secretary, Northampton and District Hospital 
Management Committee, General Hospital, Northampton 
NOTTINGHAM. CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
at the Department of Thoracic Surgery. Post vacant 24th 
March, 1957 Salary £745 p.a., less £150 p.a. for residential 
emoluments. The appointment will be for 1 year. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be submitted immediately to the Hospital Secretary, City 
Hospital, Hucknall-road, Nottingham. 

OXFORD REGIONAL HOSPITAL BOARD. Registrar 
(whole-time) In Obstetrics and Gynecology to the hospitals 
of the Swindon Area Appointment will be for L year eligible 


for extension to 2 years 


Forms, obtainable from the Secretary, Registrar Committee, 
43, Banbury-road, Oxford, must reach him by 30th March. 
OXFORD. UNITED OXFORD HOSPITALS. Senior 


Dental Surgery to the Churchill Hospital and 
Post recognised for the F.D.s. 
Application forms obtainable from the Secretary, Joint Com 
mittee for Senior Registrars, 43, Banbury-road, Oxford, should 
be returned to him by 30th March. 
OXFORD. UNITED OXFORD HOSPITALS. Appli- 
cations invited for post of NON-RESIDENT REGISTRAR 
in the Department of Pathology. Radeliff Infirm ary 
will be vacant with effect from Ist April 
forms obtainable 
Oxford should be 


REGISTRAR in 
Radcliffe lnfirmary. 


Post 


Administrator, 
received as 


Applications, on 
Radcliffe 


possible 
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OXFORD. 
cations are 
LOGIST for 6 
The post is graded at Senior 


UNITED OXFORD HOSPITALS. Appli- 
invited for post of RESIDENT JUNIOR PATHO 
months, at the Radcliffe Infirmary, Oxford 
House Officer rate, £745 p.a., and 


will be vacant with effect from Ist April, 1957. 
Applications, stating age, qualifications and experience 
together with the names of 2 referees, to the Administrator, 


Radcliffe Infirmary, Oxford, as soon as possible. 

OXFORD REGIONAL HOSPITAL BOARD. Anesthetic 

REGISTRAR to the Swindon Group of hospitals. Duties will 

be mainly at the - ictoria Hospital (96 Beds). The post is recog 

nised for the D.A. and F.F.A.R.C.S. and provides good experi 

ence, Residential au thal don for a sMgle person is available. 
Applications, on forms obtainable from the Secretary, Regis 


trar Committee, 43, Banbury-road, Oxford, should reach him 
by Ist April, 1957 
PETERBOROUGH. THE MEMORIAL HOSPITAL 


ANNEXES. PETERBOROUGH AND STAMFORD 
COMMITTEE. HOUSE SURGEON 

Applications are invited for 
Busy Gynecological Department 
Registrar 
OG 


AND OBSTETRIC 
HOSPITAL MANAGEMENT 
(obstetrics and gynecology ). 
vacancy on 28th April, 1957. 
and 54 obstetric beds. Unit consists of a Consultant, 
and 2 House Surgeons. (Recognised for D.Obst. R.C 
Application forms from Secretary. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 


HOSPITAL. 
OFFICER in 


SENIOR 
12th June, 

SENIOR HOUSE OFFICER in Anesthetics, vacancies 
Ist April; Ist May, 1957. Recognised for the D.A. and 
F.F.A.R.C.S. Appointments will be for a period of 12 months 

Applications, stating age, nationality, qualifications, and 
experience, together with the names and addresses of 3 referees, 
to be sent to 

F. HALL, Deputy Group Secretary, Rlymouth, 
South Devon and East Cornwall General Hbspital Group. 
Nelson-gardens, Stoke, Plymouth. 
PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL, DEVONPORT. HOUSE SURGEON (pre registration 
post), vacant Ist May, 1957. Recognised for the F.R.C.S. 

Applications, stating age, nationality, enaibieshions 
experience, with names of 3 referees, to be sent to-—— 

’. HALL, Deputy Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 

7. Nelson-gardens, Stoke, Plymouth. 

PONTEFRACT GENERAL INFIRMARY. House Surgeon 


HOUSE 
1957. 


General Medicine, vacant 


and 


required. This is an approved pre-registration post under 
Medical Act, 1950, but applications will be considered from fully 
registered practitioners. Hospital approved under F.R.C.S 


regulations and provides excellent surgical experience. Post 
vacant on 15th April, 1957. 

Applications to the Secretary, Pontefract and 
Hospital Management Committee, Great Northern 
Salter-row, Pontefract, as soon as possible. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. 

(1) Royal Portsmouth Hospital 

HOUSE SURGEON. 70 Beds. 

Vacant now. 
(2) Queen Alexandra Hospital (87 surgical beds) 

SENIOR HOUSE SURGEONS (2 posts), vacant Ist April. 
— ag Ist May, 1957. 

3) Queen Alexandra Hospital (78 medical beds) 


Castleford 
House, 


Pre-registration post 


HOU SE PILYSICIAN (pre-registration), vacant now. 
Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be forwarded as 


soon as possible to E. H. HURST. 

St. Mary’s Hospital, Milton-road, Portsmouth. 

READING COMBINED HOSPITALS. Area Department 

OF OBSTETRICS AND GYN2XXCOLOGY. (100 Beds.) Applications 

are invited from registered medical practitioners, Male and 

Female, for the resident appointment of GYNASCOLOGICAL 

HOUSE SURGEON at the Royal Berkshire Ilospital, Reading. 

May ant Ist April and tenable for 6 months. Post recognised for 
0.G. 

Ww site , Stating age and qualifications with dates, nationality, 
and present post, with copy of 1 recent testimonial, to Secretary 
REDHILL. EAST SURREY HOSPITAL, Shrewsbury- 
road, REDHILL, SURREY. SENIOR HOUSE OFFICER (Male) 
mainly surgical. Post vacant April. 

Apply to the Hospital Secretary. 
REDHILL COUNTY HOSPITAL. 
(Senior House Officer) required for day duty and occasional 
relief night duty. Married quarters available. Vacant 29th April 

Apply Group Secretary, Redhill Hospital Management Com- 
mittee, Earlswood Mount, Pendleton-road, Redhill, Surrey. 


Casualty Officer 


ROMFORD, ESSEX. OLDOCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from 28th 
March, 1957, in the General Surgical Unit. Recognised for 


F.R.C Open to either pre-registration applicants or to fully 
qualifie vd practitioners. This very active Unit of a total of 
approximately 180 Beds affords ample opportunities for 


candidates to obtain first-class tuition and experience. The 
candidate appointed will be attached to a unit of approximately 
60 Beds. 

Applications should be forwarded immediately to the Group 

Secretary, Romford Group Hospital Management Committee, 
Oldchureh Hospital, Romford. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in the Obstetric 
and Gynecological Unit consisting of 88 obstetric and 52 
gynecological beds. Post recognised for the D.Obst.R.C.0.G. 
and M.R.C.0.G. 

Applications should be forwarded immediately to the Secre- 
tary, Romford Group Hospital Management Committee, 
Oldechurch Hospital, Romford. 
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ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male ) required immediately. 
(Not pre-registration appointment. 

Applications should be forwarde d to the Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 
SOUTHALL, MIDDLESEX. ST. BERNARD'S HOSPITAL 
FOR NERVOUS AND MENTAL DISORDERS. Application is invited 
for the post of SENIOR HOUSE OFFICER. Facilities are 
afforded junior staff to become versed in all branches of psychi- 
atry. National Dlealth Service salary and conditions. 

Applications, giving full details and copies of 3 recent testi- 
monials, should be sent to the Physician-sSuperintendent within 
14 days of the appearance of this advertisement. 

SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Chest Medicine and Tuberculosis. DUNDEE AREA. 
Applications are invited for a temporary post of REGISTRAR 
in Chest Medicine and Tuberculosis in the Dundee Area. Duties 





will be mainly at Ashludie Chest Hospital, Monifieth, near 
Dundee (222 Beds including the Regional Thoracic Surgical 
Centre with 60 Beds) and the Chest Clinic in Dundee. The 


appointment is for a period of 1 year. Salary and conditions of 
service in accordance with national agreement. 

Further particulars and forms of application from the Secretary 
to the Board, ‘* Braeknowe,’’ 430, Blackness-road, Dundee, with 
—— applications must be lodged not later than 30th March, 

57. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REStSTRAR in Radiotherapy at the Royal 
Infirmary and the estern General Hospital, Edinburgh. 
Apply, giving saan ulars of age, qualifications and previous 
experience, together with the names of 2 referees, to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 6th April. 


SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in Radiotherapy at the 
Royal Infirmary of Edinburgh and the Western General Hos- 
pital, Edinburgh. 

Apply, giving particulars of age, 
experience, together with the names of 3 referees, to the Secre 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 6th April 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance : 
SENIOR R soe RAR in Radiotherapy based at the Western 
Infirmary, Glasgow. 
REGISTR \R in Pathology 
Glasgow. 

REGISTRAR in General and Orthopedic Surgery 
the Dumfries and Galloway Royal Infirmary. 
REGISTRAR in Surgery based at Broadstone 

Port G really 
Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 


qualifications and previous 


based at the Victoria Infirmary, 
based at 


Hospital, 


reach the Secretary. West« rn Regional Hospital Board, 64, West 
tegent-street, Glasgow, ©.2, by 30th March, 1957 

SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointments as 


REGISTRARS in the following specialties based at the under- 
noted hospitals. These appointments will be for 1 year in the 
first instance and will be vacant inthe Autumn. Unless ot herwise 
stated the hospital is situated in or near Glasgow. 

Medicine 

Royal Infirmary/ Belvidere Hospital—1 vacancy. 

Western Infirmary/Killearn Hospital—1 vacancy 

Stobhill Hospital—1l1 vacancy. 

Southern General Hospital—1l vacancy. 

Royal Alexandra Infirmary, Paisley 1 vacancy 

Heathfield Hospital, Ayr—1 vacancy. 

Surgery 

Western Infirmary L vacancy 

Royal Infirmary—2 vacancies. 

Royal Hospital for Sick Children—1 vacancy 

Stonehouse Hospital, Lanarkshire— 1 vacancy 
dnesthelics 

Western Infirmary—2 vacancies. 

Law Hospital, Carluke—1 vacancy. 

Ear, Nose and Throat Surgery 

Stobhill Hospital—1 vacancy. 
Obstetrics and Gynecology 

toyal Infirmary Eastern District Hospital--L vacancy 

Royal Maternity Hospital Samaritan Hospital-- 1 vacancy. 

Stobhill Hospital—-1l vacancy. 

Southern General Hospital —l~wacancy. 

Stirling Royal Infirmary—-1 vacancy. 

Cresswell Maternity Hospital, Dumfries 
Ophthalmology 

Ophthalmic 
Pediatrics 

Royal Hospital for Sick Children 

Stobhill Hospital—1 vacancy 
Pathology 

Royal Infirmary / Lanarkshire 

Royal Infirmary 1 vacancy. 

Western Infirmary—1l vacancy 
Psychiatry 

Stobhill Hospital—-1l vacancy. 

Glasgow Royal Mental Hospital—-1 vacancy. 

Crichton Royal, Dumfries——1 vacancy. 

Tuberculosis 

tobroyston Hospital—l vacancy. 

Ruchill Hospital-—1 vacancy. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, to 
reach the Secretary, Western Regional Hospital Board, 64, West 
Regent-street, Glasgow, C.2, by 6th April, 1957. Candidates 
should state, in order of preference, the posts for which they 
wish to apply. 


I vacancy 
Institution—1l vacancy 


1 vacancy 


{rea 1 vacancy 
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SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE 


Vacancy for HOUSE PHYSICIAN (1 of 2) end of April—pre 
registration or Senior House Officer according to experience 
Busy department with medicine, pediatrics, skins and eyes with 
busy outpatient clinics offering good experience. 

Applications, naming 2 referees, to Group Secretary. 
SCUNTHORPE. WAR MEMORIAL HOSPITAL. (262 
Beds. ) SCUNTHORPE HOSPITAL MANAGEMENT COMMITTEE. 
Vacancy for HOUSE SURGEON early April—pre-registration or 
Senior House Officer according to experience. Busy hospital 
offering good opportunity for experience. 

Applications, naming 2 referees, to Group Secretary. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (262 Beds. Recognised for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 


GICAL REGISTRAR required. Appointment for 1 year in first 
instance. 
Apply to Secretary, Sheffield Regional Hospital Board, Old 


Fulwood-road, Sheffield, by 25th March, giving age, nationality, 
qualifications, present and previous appointments with dates 
naming 3 referees. 

SALFORD. — HOSPITAL. Salford Hospital Manage- 
MENT COMMITT Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER ANASTHETIST. 
In the theatres about 3000 operations are performed annually 
2 Consultant Anesthetists are available. The Hospital is recog- 
nised for the D.A. and the F.F.A.R.C 

Applications, together with the 

referees, should be forwarded to the Secretary, 
Salford, 6, as soon as possible. 
SALISBURY GENERAL HOSPITAL. Applications are 
invited ky We nt of RESIDENT HOUSE SU RGEON 
OBSTETRIC AND GYNASCOLOGICAL HOUSE SURGEON 
(recognised by R.C.O.G.) to run consecutively in this order from 
2nd May, 1957, for a period of 6 monthsin each post. The posts 
are open to pre-registration candidates. 

Apply, giving names and addresses of 2 referees, to Group 
Secretary, Salisbury Group Hospital Management Committee 
Odstock Hospital, Salisbury. 

SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CONSETT, CO. DURHAM. NORTH WEST DURHAM HOSPITAL 
MANAGEMENT COMMITTEB,. Applications are invited from suitably 
qualified medical practitioners for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER (resident) in the 
Plastic Surgery Department (50 Beds). Salary seale £775-£50 

£1075 p.a. with deduction of £170 p.a. for board-residence. 

Applications, stating age, qualifications, experience, and 
enclosing copies of 2 recent testimonials, to the Group Secretary 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotiley 
BRIDGE, CONSETT, CO, DURHAM. NORTH WEST DURHAM HOSPITAI 
MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER (Plastic Unit), 
which is tenable for 12 months in the first instance, 6 months of 
which are recognised for the F.R.C.S. Salary is £745 p.a., less 
£150 for residential accommodation. 

Applications, together with testimonials, to the 

Secretary. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of SENIOR REGISTRAR in 
Clinical Pathology. Possession of a higher qualification desirable 
but not essential. The appointment is for 1 year in the first 
instance and will be reviewed annually. It has been agreed in 
principle between the Board of Governors of The United Sheffie id 
Hospitals and the Sheffield Regional Hospital Board that the 
appointment, if extended for the full period, will be divided, 
subject to the satisfactory work and progress, between The 
United Sheffield Hospitals and a hospital in the Region (at 
present the Derbyshire Royal Infirmary). 

Applications, stating age, qualifications and experience, with 
the names of 3 referees, should be sent not later than 23rd March, 
1957, to the Chief Administrative Officer, The United Sheffie ld 
Hospitals, West-street, Sheffield, 1. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applic 57 invited for the following posts :— 

(a) SENIOR REGISTRAR in Plastic and Jaw Surgery at 
the Royal Hospital. Post vacant Ist April, 1957. 

Closing date for applications, 30th March. 

(6) NON-RESIDENT OPHTHALMIC REGISTRAR at the 
Royal Hospital. Post vacant. 

Closing date for applications 30th March. 

(c) Resident Locum REGISTRAR or SENIOR HOUSE 
OFFICER for the Department of Neurosurgery, Royal Infirmary. 
Required for the period 15th April-15th July. Grade according 
to qualifications and experience. 

Applications to be sent at once 

(d) RESIDENT REGISTRAR or SENIOR HOUSE 
OFFICER at the Jessop Hospital and the Children’s Hospital. 
in association with the Department of Child Health of the 
University of Sheffield. The post is a rotating one between the 
2 hospitals, alternating with another Registrar, so that the 
successful candidate will spend half his time in the Professorial 
Department at the Children’s Hospital and half his time in 
charge of the newborn babies at the Jessop Hospital. Post 
vacant 28th May. 

Closing date for applications 26th March. 

Applications for the above posts should state age, qualifica- 
tions, experience, give the names of 3 referees, and be sent to 
the Chief Administrative Officer, The United Sheffield Hospitals, 
West-street, Sheffield, 1. 

SHEFFIELD, 5. CITY GENERAL HOSPITAL. Applica- 
tions are invited for the resident (pre-registration) post of 
HOUSE SURGEON (orthopedics), vacant on 6th April, 1957. 

Apply. giving full details of age, nationality, qualifications, 
present and previous appointments with dates, and the names of 
2 persons to whom reference may be made, to the Group 
Secretary, Nether Edge Hospital, Sheffield, 11. 
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SHEFFIELD. CITY GENERAL HOSPITAL. (692 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time NON- 
RESIDENT REGISTRAR in General Medicine. Some duties 
also at Firvale Infirmary (Chronic Sick). Post offers special 
experience in chronic respiratory disease and pulmonary function 
tests. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 25th March, 1957, giving age, 
nationality, qualifieations, present and previous appointments 
with dates, naming 3 referees 
SHEFFIELD REGIONAL HOSPITAL BOARD. 
time NON-RESIDENT SENIOR REGISTRAR (psychiatry) 
required for duties at the Towers Hospital, Leicester, and at 
the Children’s Psychiatric Clinics in Leicester and Leicestershire. 
Appointment for 1 year in first instance reviewable annually. 

Application forms and further details from Senior Adminis- 


Whole- 


trative Medical Officer, Sheffield Regional Hospital Board, Old 
— road, Sheffield. Forms to be returned by 25th March, 
957. 

SHREWSBURY. ROYAL SALOP INFIRMARY. Ortho- 
PADIC/ACCIDENT HOUSE SURGEON (Senior House 
Officer). Successful applicant will be allowed to attend for 2 


days a month at the Robert Jones and Agnes Hunt Orthopaedic 
Hospital, Oswestry, for postgraduate study, with the Consultant. 
Post recognised under revised Fellowship regulations in respect 
of 6 months training required for the Final Fellowship examina- 
tion. Vacant immediately. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANAS- 
THETIST (Senior House Officer ). Post recognised for 


F.F.A.R.C.S. Registrar also employed. Vacant immediately. 

Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE SURGEON, vacant 
immediately Pre-registration candidates eligible. Recognised 
for the F.R.C.S. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER (casualty) required working with 
Casualty Registrar, for busy Casualty Department. Post recog- 
nised for F.R.C.S. Experience provided in orthopedic and hand 
surgery. Resident post. 

Applications, with 
28th March 
SOUTHAMPTON GENERAL HOSPITAL. 
Recognised for the Membership and Diploma examinations 
of the R.C.O.G.) RESIDENT HOUSE SURGEON to the 
Gynecological and Obstetric Unit required mid-April. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Group Secretary, South 
ampton Group Hospital Management Committee, Bullar-street, 
Southampton. 

SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) RESIDENT HOUSE SURGEON required. 
Pre-registration candidates eligible 

Applications, with copies of recent testimonials, 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds. Recognised for F.R.C.S.) CASUALTY OFFICER 
(Senior House Officer grading), required beginning April. 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 
(278 Beds.) ORTHOPASDIC HOUSE SURGEON required. 
Post recognised for Pre-registration Service and tenable for 6 
months. The Hospital is the centre to which all trauma from a 
large industrial town and port is directed thus providing excellent 
experience in the treatment of traumatic conditions ; patients 
with orthopedic conditions are also drawn from a wide area. 

Applications, with copies of testimonials, should be sent as 
soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton 


SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Ophthalmology to fill a vacancy in 
the approved trainee establishment at the Tunbridge Wells 
Group of hospitals for duties associated with the Corneo-Plastic 
Unit and Eye Bank at Queen Victoria Hospital, East Grinstead. 
Candidates must have had resident experience in ophthalmology 
and the possession of a higher qualification or the appropriate 
diploma is desirable. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
Ll, Portland-place, W.1, not later than 30th March, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for a whole-time appoint - 
ment as RESIDENT SURGICAL OFFICER to fill a vacancy 
in the approved establishment at the Tunbridge Wells Group of 
hospitals. The salary will be £965 p.a. and the appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), and 
will be for 1 year in the first instance, renewable for a further 
year. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 


names of 2 referees, to Secretary by 


(471 Beds. 


should be 


ll, Portland place, W.1, not later than 30th March, 1957 
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SOUTHEND GENERAL HOSPITAL. Applications are 
invited for the post of SECOND CASUALTY OFFICER (Senior 
House Officer grade), with duties in the Frecture and Orthopedic 
Department. Resident. mx vacant 29th April, 1957. The post 
is recognised for the F.R.C 


Applications, stating age. 4 ~ qualifications and experience, with 
copies of recent testimonials, to reach the undersigned by 
2ist March, 1957. J. C. FIELD, Secretary 


SOUTHPORT GENERAL INFIRMARY. Junior Hospital 
MEDICAL OFFICER (resident), whole-time casualty post, 
vacant end of April. 

Apply, stating age, qualifications, experience, nationality, 
enclosing copies of 2 recent testimonials, to Group Secretary. 


Southport and District Hospital Management Committee, 
Promenade Hospital, Southport. 
STOCKPORT INFIRMARY. Stockport and Buxton 


HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER (anesthetics). 
The post may be resident or non-resident (preferably resident) 
and is recognised for the D.A. and F.F.A.R.C.8. There are 
facilities for study. 

Applications, stating age, experience, and qualifications, 

together with copies of 2 testimonials, to be addressed to the 
Group Secretary, Stoc kport and Buxton Hospital Management 
Committee, 598, Shaw-heath, Stockport, immediately. 
ST. ALBANS, HERTFORDSHIRE. CELL BARNES 
HOSPITAL. NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. REGISTRAR required at above Hospital. This is a 
modern hospital where 895 mental defectives of all types and 
ages are under care. Approved for D.P.M. Hospital may be 
visited by direct appointment. 

Application forms obtainable from the Group Secretary, 

Harperbury Hospital, St. Albans, Herts, and returnable by 
30th March, 1957. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds.) HOUSE PHYSICIAN (Huse Officer grade) 
required for duties mainly in the Pediatric Department. Post 
vacant approximately 17th April, 1957. Preference given to 
candidates seeking pre-registration posts under the Medical 
Act, 1950. 

Applications to Secretary, Mid Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds.) HOUSE PHYSICIAN (House Officer 
grade) required for 1 of the 2 medical firms for duties mainly 
on the acute wards. Post vacant approximately 21st April 
and tenable for 6 months. Preference given to candidates seeking 
post under the Medical Act, 1950. 

Applications to Secretary, Mid-Herts Group Hospital Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 
ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
CASUALTY OFFICER in the Senior House Officer grade, 
vacant from Ist May, 1957, at St. Helens Hospital (196 Beds). 
The post is approved for the 6 months training in casualty work 
required of candidates for the Fellowship examination of the 
Royal College of Surgeons 

Applications, stating age. qualifications and experience, and 
giving 2 names for reference, should be forwarded immediately 
to N. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 8ST. HELENS HOSPITAL. (196 Beds.) Applica- 
tions are invited for the appointment of RESIDENT HOUSE 
SURGEON (Senior House Officer grade). 

Applications, stating age, qualifications and experience, and 
giving 2 names for reference, should be forwarded to 

‘.. RICHARDS, Group Secretary. 

Whiston Hospital, Prescot, Lancs. 

SWANSEA HOSPITAL, Swansea. (403 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of Pre-registration HOUSE OFFICER in the Sur- 
gical Unit of the above Hospital. Immediate vacancy. 

Applications, with full particulars, should be addressed to the 
Hospital Secretary. T. E. JoNEs, Group Secretary. 
TORQUAY. TORBAY HOSPITAL. (166 Beds.) Senior 
RESIDENT HOUSE OFFICER (anesthetics) required 21st 
April, 1957. There is a complement of 6 Resident House Officers, 
and the Hospital is recognised for the D.A. and the F.F.A.R.C. 

Applications, stating qualifications, age, nationality, with 

copy testimonials, to the Group Secretary, Torquay District 
Hospital Management Committee, Torbay Hospital, Torquay, 
S. Devon. 
TREDEGAR, MONMOUTHSHIRE GENERAL HOS- 
PITAL. (20 miles from Newport and 24 from teaching hospital 
at Cardiff ; 6 miles from Vale of Usk.) Applications are invited 
for post of HOUSE SURGEON. Preference given to pre- 
registration candidates. Surgical unit of 50 Beds and 6 ortho- 
peedic beds under daily supervision of Consultant Surgeon and 
visiting supervision of Orthopedic Surgeon. Busy Outpatient, 
Casualty and Radiological Departments. Married quarters, 

Apply to Group Secretary, address as above. 
TYNEMOUTH VICTORIA JUBILEE INFIRMARY. (115 
Beds.) RESIDENT SENIOR HOUSE SURGEON required. 

Applications, with names of 2 referees, to Group Secretary, 

Preston Hospital, North Shields. 
VIRGINIA WATER, SURREY. HOLLOWAY SANA- 
roRIUM. Locum Tenens JUNIOR HOSPITAL MEDICAL 
OFFICER required at above Psychiatric Hospital for a period 
of 12 weeks to commence immediately. Salary on Whitley 
scale-——£17 10s. per week. 

Apply as soon as possible to the Physician-Superintendent. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. (627 
Beds.) Pre-registration HOUSE OFFICER in Surgery, vacant 
16th April, 1957. 

Applications to the Secretary. 
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WOLVERHAMPTON. NEW CROSS HOSPITAL. (627 CANADA. CHILDREN’S HOSPITAL, 250, West 59th- 
Beds. ) Pre-registration HOUSE OFFICER in Medicine, avenue, VANCOUVER, 15, BRITISH COLUMBIA. PASDIATRIC 


vacant 14th April, 1957. 
Applications to the Secretary. 
WOLVERHAMPTON GROUP 


: ( New Cross Hospital. 
RESIDENT SENIOR HOUSE 


OFFICER required. Geriatric 
Department of 260 Beds. This post may become Junior Hospital 
Medical Officer later. Consultant Geriatrician recently appointed 
ade gu inpatient treatment and outpatient clinics are being 
artec 
Applications to 
Wolverhampton. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOUSE SURGEON (pre-registration post), vacant now. 
Applications, with copies of testimonials, to Secretary. 


Group Secretary, The Royal Hospital, 


WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham University Medical 
School.) HOUSE OFFICER (pee- registration), E.N.T. Depart- 





ment, recognised for the 
vacant now. 
Applications, with copies of testimonials, to Secretary. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Locum Tenens RESIDENT 


D.L. and F.R.C.S. examinations, 


SURGICAL OFFICER (Senior 
House Officer grade) required from Ist April, 1957. Salary 
£14 10s. per week. A charge at the rate of £150 p.a. wiil be 


made for accommodation. 

Address written applications, giving full personal particulars 
and details of experience, &c., to— 

Ww. BOwRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Fully registered Locum Tenens HOUSE OFFICER required 
from ist April, 1957, in the General Surgical Department. 
Salary £9 10s. per wee k. A charge at the rate of £125 p.a. will be 
made for accommodation. 

Address written ae, giving full personal particulars 
and details of experience, &c., to— 

Ww. BowRING, Group Secretary. 

Victoria Chambers, Wood-street, Wakefield. 

WATFORD CHEST CLINIC, Peace Memorial Hospital, 
WATFORD. Locum REGISTRAR required immediately for work 
at the above Chest Clinic and beds (tuberculosis and chest 
medicine) at associated hospitals. Experience of refills essential. 
Car is desirable and allowances are paid. 

Apply immediately : Physician-in-charge (Telephone : Wat- 

ford 9266). 
WATFORD. SHRODELLS HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (Senior House 
Officer grade) to the Pediatric Unit of 38 Beds, to take up 
duty in April. Post recognised for the D.C.H. 

Applications, together with en of 2 recent testimonials, 
should reach the Medical Officer-in-Charge as soon as possible. 
peer ence CHESHIRE. HEFFERSTON GRANGE 

SANATORIUM. (162 Beds—Pulmonary Tuberculosis.) RESI- 
DE NT SENIOR HOUSE OFFICER required. 

Applications to Secretary at the above address, with names 
of 2 referees, as soon as possible. 

WEST BROMWICH. HALLAM HOSPITAL. (450 Beds.) 
WEST BROMWICH AND DISTRICT HOSPITALS GROUP. HOUSE 
SURGEON, vacant immediately. Pre-registration. 


Applications, with 3 recent testimonials, to the Medical 
Secretary at the above address. 
Ly ge HOSPITAL, Baimoral-road, Westcliff-on- 


SEA, ESSEX. (111 Beds.) Applications are invited for the post 
of RES IDENT MEDICAL OFFICER (Senior House Officer 
grade). Post vacant 9th April, 1957. The Hospital deals with 
communicable diseases and general medicine. The appointment 
covers a wide field of medicine and offers excellent training for 
general practice. 

Applications should be sent to the undersigned at the General 
Hospital, Prittlewell-chase, Southend-on-Sea, not later than 
20th March, 1957. J.C. FIELD, Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) SENIOR HOUSE OFFICER (orthopedics) 
required. Post recognised F.R.C.S. Wide experience available 
under Area Orthopredic team. Appointment for 6 months in first 
instance. Vacant 4th April. 

Applications, with copies of 2 

Secretary. 
WINDSOR. KING EDWARD Vii 
WINDSOR. RESIDENT PZA®DIATRIC REGISTRAR required 
at above Hospital with duties at hospitals and clinics in 
Maidenhead and Slough. Opportunity for wide pediatric and 
neonatal experience. D.C.H. desirable. 

Application form from, and retu~nable to, Secretary, 
Hospital Management Committee, Alma-road, 
3ist March. 
WORCESTER (near) 


testimonials, to the Group 


HOSPITAL, Old 


Windsor 
Windsor, by 


POWICK HOSPITAL. Appli- 
eations are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER (resident or non-resident). The post 
offers experience in all branches of psychiatry, including all forms 
of modern treatment and outpatient clinics. The Hospital has a 
high admission-rate, is recognised for the D.P.M., and has 
associated Chilé Guidance Clinics and a Mental Deficiency 
Institute similarly recognised. Arrangements are made for 
Medical Officers to attend at the Birmingham Medical School 
for instruction in neurology. 

Applications, with full details and the names of 2 
be forwarded to the Medical Superintendent. 
YORK. COUNTY, CITY AND YEARSLEY BRIDGE 
HOSPITALS. SENIOR HOUSE OFFICER in Peediatrics and 
Infectious Diseases, required Ist June, 1957. 

Applications, giving age, nationality, qualifications, and 
names of 2 referees, to Group Secretary, York A and Tadcaster 
Hospital Manage ment Committee, Bootham Park, York, 


referees, to 





RESIDE NT required for 1 year commencing Ist July, 1957, 
for 83-Bed children’s acute and long-term and surgic al hospital. 
Accommodation available Remuneration $175 per month, 
less $15 per month accommodation. 

Applications, stating age, qualifications, nationality, marital 
status, accompanied by recent references and photograph, 
should be forwarded by air-mail to the Administrator. 





Public Appointments 


DERBYSHIRE COUNTY COUNCIL. Applications are 
invited from Male medical practitioners for the whole-time 
appointment of SENIOR ASSISTANT MEDICAL OFFICER. 
Possession of the D.P.H. (or its approved equivalent ) is essential 
and experience in school health and mental deficiency work is 
advantageous. The work will be largely administrative in 
connection with the Public Health and School Health Services 
but other duties may be assigned to the Officer appointed, who 
will work under the direction of the County Medical Officer. 
Office accommodation will be provided in the Central Office. 
The salary is £1210-£55(5)-£50(4)-£1685 p.a., together with a 
travelling allowance. 

Applications should be submitted to the 
30th March, 1957. Application forms are not provided, 
conditions of service will be supplied on request. 

J. B.S. MorGAN, County Medical Officer of Health. 

County Offices, St. Mary’s Gate, Derby. 


GENERAL BOARD OF CONTROL FOR SCOTLAND. 
DEPUTY PHYSICIAN-SUPERINTENDENT (Psychiatrist) 
at State Mental Hospital and State Institution for Mental 
Defectives, Carstairs, Lanarkshire. The Board invite applica- 
tions for the post (Senior Hospital Medica) Officer status) 
of Deputy Physician-Superintendent at the above Hospital 
(110 Beds) and Institution (170 Beds). Candidates must be 
fully qualified and registered medical practitioners with previous 
psychiatric experience. A house will be available. Salary 
£1575-£2025 

Application forms (which must be returned by 30th March, 
1957) can be obtained from Secretary (Room 30), General 
Board of Control for Scotland, St. Andrew’s House, Edinburgh, 1. 


GOVERNMENT OF THE FEDERATION OF RHODESIA 
AND NYASALAND. MINISTRY OF HEALTH. Applications are invited 
for appointment as RADIOLOGISTS in the Ministry of Health, 
with fixed salary at the rate of £2250 p.a. Duties will include 
radiodiagnosis, radiotherapy and the training of Radiographers 
for the M.S.R. Diploma. 

Application forms and further particulars may be obtained 
from the Secretary (R), Rhodesia House, 429, Strand, London, 
W.C.2. Closing date 13th April, 1957. 

MUNICIPAL BOARD OF MOMBASA. Applications are 
invited from suitably qualified Lady medical practitioners for 
the post of MEDICAL OFFICER in charge of maternity and 
child welfare. The salary scale attac hed to the post is £1828 
£64-£2084. Housing or house allowance, passages, leave and 
motor-car allowances are in accordance with the Board’s terms 
of service, which may be obtained from the undersigned. Appli- 
cants should have had wide experience in obstetrics and in the 
running of maternity and child welfare clinics. The possession 
of a higher qualification in obstetrics or surgery is desirable. 

Applications, stating age, nationality, qualifications and 
experience accompanied by copies of recent testimonials and a 
medical certificaté of fitness, should reach the undersigned not 
later than Ist May, 1957. samedi disqualifies. 

PATcLirr, Town Clerk. 

cnenae Kenya. 





undersigned by 
but the 


Town Hall, P.O. Box 440, 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 
3 years, on termination of which a gratuity of £600 (tax 
free) is payable. Ample opportunity is granted for transfe r 
to Permanent Commissions on completion of 1 year’s total 
service. Officers so transferred are paid inste ad a grant of 
£1500 (taxable). 

All entrants are required to be British subjects whose 
parents are British subjects, medically qualified, physically 
fit, and to pass an interview. 

Full particulars from the 
ment, Queen Anne’s Mansions, St. 
KR 


Admiralty Medical Depart- 
James’s Park, London, 


U.S.A. 

MENTAL HOSPITAL PHYSICIANS.—These posi- 
tions involve the performance and supervision of medical 
care and administrative services for patients in a 2800-Bed 
mental hospital in the Shenandoah Valley of Virginia. 
Merit increases, vacation, and sick leave with pay, 
retirement benefits. 

STAFF PHYSICIAN.—2 years of psychiatric experi- 
ence, at least 1 of which must have been in a mental 
hospital ; licence to practise medicine in State or eligi- 
bility therefor ; starting salary $8784 per year. 

JUNIOR PHYSICIAN.—Graduate from a recognised 
medical college supplemented by 1 year of rotating intern- 
ship in an approved hospital ; licence to practise medicine 
in State or eligibility therefor ; starting salary $8400 
per year. 

Apply for the above positions to Superintendent, 
Western State Hospital, Staunton, Virginia, U.S-A. 
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LINDSEY COUNTY COUNCIL. 
Applications invited from fully qualified 
post of ASSISTANT SCHOOL MEDICAL 
Scunthorpe area of Lindsey. Salary in accordance with award 
of Industrial court regarding salaries of Assistant Medical 
Officers—i.e., £1050 p.a., rising by annual increments of £50 
to £1200 then by increme ‘nts of £55 to maximum of £1475 p.a. 
Further particulars and forms of application obtainable from 
undersigned. Cc. D. Cormac, County Medical Officer. 
P.O. Box 26, County Offices, Line oln. 
MIDDLESBROUGH. COUNTY BOROUGH OF MID- 
DLESBROUGH. HEALTH DEPARTMENT. ASSISTANT MEDICAL 
OFFICER OF HEALTH AND SCHOOL MEDICAL OFFICER. 
Applications are invited for this post from registered medical 
practitioners holding the D.P.H. or equivalent. Previous experi- 
ence in public health or in general practice a recommendation. 
Work is under the direction of the Medical Officer of Health 
and will be mostly administrative and partly inspectorial includ- 
ing port health. Salary £1050-£1475 p.a. or within this scale on 
transfer from another local authority. 
Applications, with names of 3 referees, 
of Health, 26, Southfield-road, Middle sbrough, by 9th April, 1957. 
EB. C. PARR, Town Clerk. 
North-Eastern Division. 
post of ASSISTANT AREA 
(Carlton) Area. Candidates 


Health Department. 
medical officers for 
OFFICER for 


to the Medical Officer 


NATIONAL COAL BOARD. 
Applications are invited for the 
MEDICAL OFFICER in No. 4 
should preferably be aged about 30 years and have experience 
in the field of preventive and industrial medicine, and a know- 
ledge of the Coal Mining Industry will be an advantage. The 
work will include making underground visits at collieries. ‘ 
according to qualifications and experience, will be within the 
range of £1L1L00-£1600 p.a Candidates with a fair amount of 
postgraduate experience will not be paid less than £1200. 


Detailed applications, giving the names of 2 referees, should 
be sent to the Staff Director, National Coal Board, Holmwood 
House, Ecclesall-road South, She ftie ld, 11, by 30th March, 1957. 


Mark envelopes “ Staff Vacancy. 

This post was originally advertised on 2nd and 9th February, 
1957. Previous applicants will be automatically considered. 
STOKE-ON-TRENT. CITY OF STOKE-ON-TRENT. 
Appointment of ASSISTANT MEDICAL OFFICER OF 


HEALTH. Applications are invited from qualified medical 
practitioners (Women) for the post of Assistant Medical Officer 
on the Maternity and Child Welfare Services. Candidates 


in diseases of children and obstetrics. 
Opportunity will be given for hospital contact with pediatrics 
and obstetrics. The possession of a D.P.H. or D.C.H. will be 
considered an additional qualification. The salary will be in 
accordance with the Whitley Council scale, commencing accord- 
ing to experience The appointment will be subject to the 
provision of the National Health Services (Superannuation ) 
Regulations, 1947, and the successful candidate will be required 


should have experience 


to pass a medical examination. 

Forms of application may be obtained from the Medical 
Officer of Health, Public Health Department, Glebe-street, 
Stoke-on-Trent, and should be returned, accompanied by copies 


} recent testimonials, as soon as possible. 
Harry Tayror, Town Clerk. 

WORCESTERSHIRE COUNTY COUNCIL. Assistant 
COUNTY MEDICAL OFFICER OF HEALTH (Worcestershire 
S/liths) MEDICAL OFFICER OF HEALTH (Bromsgrove 
Urban and Rural Districts 3) Liths each). Applications are invited 
from registered medical practitioners possessing D.P.H. and 
recognised by Ministry of Education for ascertainment of 
handicapped pupils. Duties include maternity and child welfare 
(with attendance at centres), School Health Services and full 
range of public health duties. Salary not less than £1600, rising 
to a maximum of £1961. Car allowance 

Applications forms, with details, from County 
County Buildings, Worcester. (3.174.) 
WORCESTERSHIRE COUNTY COUNCIL. Assistant 
COUNTY MEDICAL OFFICER OF HEALTH (Worcestershire 
6/lLiths) MEDICAL OFFICER OF HEALTH (Redditch Urban 
District 5/1L1ths) Applications are invited from registered 
medical practitioners possessing D.P.H. and recognised by 
Ministry of Education for ascertainment of handicapped pupils. 
Duties include maternity and child welfare (with attendance at 
centres), School Health Service and full range of public health 
duties. Salary not less than £1528, rising to a maximum of 
£1908. Car allowance. 

Application forms, with details, from County Medical Officer, 
County Buildings, Worcester. (S8.175.) 


Hospital Services : Non-Medical Appointments 


of not more than 


Medical Officer, 








BIRMINGHAM. BLOOD TRANSFUSION SERVICE. 
JUNIOR SCIENTIFIC OFFICER. Minimum qualification 
B.Sc. ip appropriate science subject (physiology, biology 
chemistry, bacteriology, &c.). Previous experience with blood 
grouping an advantage but not essential. Application for 
locum tenens of 9-12 months considered. Whitley Council pay, 
&e. 

Apply Secretary, Regional Hospital Board, 10, Augustus-road, 
Birmingham, 15, within 14 days of appearance of this advertise - 
ment Further information from Director, Blood Transfusion 
Service, 15, Ampton-road, Birmingham, 15, by appointment 
DONCASTER HOSPITAL MANAGEMENT COMMIT- 
rEt Applications are invited from suitably qualified persons 
for the post of BLOCHEMIST (Basic grade) at Doncaster Royal 
Infirmary. Candidates should possess a science degree. 

Applications, stating age, education, qualifications, experience 


and present position, together with the names of 3 referees, 
should be forward i to reach the undersigned not later than 
6th April, 19 A. Jones, Group Secretary 


Doncaster Royal Infirmary 





NOTTINGHAM NO. 2 HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from persons holding an 
appropriate sc sience degree or the A.R.1.C. for the appointment 
of BIOCHEMIST within the avian ‘No. 2 Group of Hos- 
pitals. The person appointed will work under the direction of the 
Chemical Pathologist at the City Hospital where there is a fully 
equipped Biochemical Laboratory. Salary in accordance with 
experience and qualifications, based on Whitley Council scales 
within the range of £475-£845. 

Applications, stating experience and qualifications, 
with the names of 2 persons to whom reference can be 
should be sent to J. H. HARGREAVES, Group Secretary. 

Sherwood Hospital, Hucknall-road, Nottingham. 


ROCHDALE AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. The whole-time post of BIOCHEMIST to 
the Rochdale Group of hospitals is now vacant and applications 
will be considered at Senior or Basic grade level according to 
qualifications and experience. The successful applicant will be 
required to work under the Consultant Pathologist, and to carry 
out biochemical work for the hospitals and clinics of the Group 
A new Pathological Department containing a Biochemical 
Laboratory is in the course of construction and should be 
completed this year. Further details may be obtained from the 
Group Pathologist, Birch Hill Hospital, Rochdale. Com 
mencing salary dependent on qualifications and experience 
rising to a maximum of £1230 p.a. (Senior grade). 

Applications should be made as soon as possible on forms 
obtainable from Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
BIOCHEMIST required for the above group of Teaching 
Hospitals to work primarily at the Jessop Hospital for Women 
The successful candidate will be responsible to the Consultant 
Pathologist for the routine biochemical work and also for 
endocrine assay work requiring a working knowledge of steroid 


together 
made, 


chemistry. The appointment is in accordance with Whitley 
Council terms and conditions as Senior or Basic grade 
Biochemist 

Applications, not later than 30th March, 1957, to Chief 
Administrative Officer, The United Sheffield Hospitals, West 


street, Sheffield, 1. 





General Practice 


For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy.” 


STOURBRIDGE, WORCESTERSHIRE. 
due to resignation on 30th June, 1957. List 3483 Residence 
one saree ry will not be available. Closing date 23rd March, 1957. 

164 and full written details from the Clerk, Worcestershire 
E xee utive Council, 29, Foregate-street, Worcester. 





Urban Vacancy 





Miscellaneous 


Medical Copywriter required by medical department of 
firm of Manufacturing Chemists in Switzerland. Must have 
excellent command of English language with great facility of 
expression in writing. Knowledge of German and/or French an 
advantage. Important that applicant should have had som« 





medical, biological, physiological or related education and 
experience. Must be familiar with medical terms. Age 25-35 
Full p articulars of education and experience to be sent to 
LANCET Office, 7, Adam-street, Adelphi 


Address, No. 286, THI 
London, W.C.2. 


ion, 36, British, 
qualification and considerable 
Australia. Wife S.R.N. ex-Great 
gestions.—Address, No. 284, THE 
Adelphi, London, W.C.2. 
Recently returned Missionary Doctor (34), 3 children, 
seeks partnership, or view, with congenial colleagues.—Address, 
No. 285, THe LANcet Office, 7, Adam-street, Adelphi, London, 
W.C.2, or telephone : Hillside, Birmingham, 1477. 


Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.— WALLACE HEATON 
LTp., 127, New Bond-street, W.1. 


“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame  Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, - 
(MUSeum 5386-7) 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAI 
SERVICE Ltp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work 


Typewriting and Duplicating. First-class work at moder- 


London-trained with higher 
experience seeks opening in 
Ormond-street. Invites sug 
LANCET Office, 7, Adam-street, 


ate prices by experienced medical typists. Electric machines 
SYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 






Hypnotism. Will all doctors interested in this subject 
for Medical purposes please write to the Secretary, British 
Society of Medical Hypnotists, 126, Harley-street, \ i 


The Guild of St. Raphael, 77, Kinnerton-street, S.W.1, 
has published an important pamphlet . The Doctor and His 
Patients : The Parish Priest and his People,’’ written by Doctors 
and Priests in collaboration. Price 6d. post free. 

Shark and Deep Sea Fishing, Cornwall. Enjoy a week 
afloat. Relaxing and restful.——Brochure from ANGLING HoLI 
DAYS LTp., Gloucester Mansions, Cambridge-circus, London, 
W.C.2 (COVent Garden 1964 
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a new antibiotic 
of life-saving potential 
in certain infections 
resistant to 
all other antibiotics 








Excellent results have been reported in the 


following conditions 


Post-operative wound infections 


CATHOMYCIN’ is given orally and has proved to be 


Cellulitis 
7 » iv i j va i Ns . oT hl > . 
highly effective in infections due to Staphylococcus and Staphylococcal septicaemia 


certain susceptible strains of Proteus, including those Varicose ulcers 
resistant to all other antibiotics. Recurrent and persistent carbuncles 
Various skin abscesses 
— eae Se : : Enteritis 

HOW SUPPLIED: ‘CATHOMYCIN’ Tablets are supplied in Whithews oni paetgebine 
hottles of 16 and 100. Each tablet contains the equivalent of Maxillary sinusitis 
250mg. Sodium Novobiocin. Osteomyelitis 

Literature gladly supplied on request. Infected amputation stump 
Infected burns 


‘CATHOMYCIN’ 


Y . + . . TRADE MARK 
(Sodium Novobiocin) 


4vailable for prescription on Form E.C.10 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Adelphane 


(0.1 mg. Serpasil + 10 mg. Nepresol) 








FOR MILD AND MODERATE 


HYPERTENSION 


IN GENERAL PRACTICE 


A combination of Serpasil (reserpine CIBA) and Nepresol (1,4- 
dihydrazinophthazaline sulphate) for those hypertensive patients not 


showing adequate response to Serpasil alone. 


The components have a mutually potentiating action 
and side effects are minimised. 


Available in bottles of 25, 100 and 500. 


C IBA 


*‘Adelphane’ , ‘Nepresol’ and ‘Serpasil’ are registered trade marks. Reg. user. 
CIBA LABORATORIES LIMITED - HORSHAM - SUSSEX 
Telephone: Horsham 4321. Telegrams: Cibalabs, Horsham. 
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